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INTRODUCTION 


1. 1       Background  for  Study 

The  National  Eye  Institute  (NEI)  has  the  responsibility 
for  conducting  and  supporting  research  in  the  area  of  visual  dis- 
orders.  As  an  outgrowth  of  this,  NEI  has  a  need  for  current,  re- 
liable statistics  on  the  magnitude,  distribution  and  national  costs 
of  the  diseases  and  impairments  to  which  its  research  is  directed. 
This  information  is  used  for  program  planning,  setting,  research 
priorities  and  developing  new  social  policies  for  the  visually 
impaired. 

Although  the  Institute  recognizes  that  there  are  already 
many  compilations  of  incidence  and  prevalence  statistics  on  visual 
disorders,  NEI  believes  that  the  existing  information  is  not  satis- 
factory because  it  is  "conflicting,  poorly  documented,  and  ambigu- 
ous."  Research  on  blindness  and  other  vision  impairments  suffers 
from  a  lack  of  consensus  on  definitions  (Goldstein,  1975;  Hoover, 
1964)  .  i 

As  the  report  on  Blindness  and  Services  to  the  B3ind  in 
the  United  States,  by  the  Organization  for  Social  and  Technical 
Innovation,  Inc.  (OSTI) ,  so  aptly  points  out,  the  term  "blindness" 
is  commonly  used  as  an  administrative  classification,  one  which 
serves  to  determine  eligibility  for  services  from  the  blindness 
system  rather  than  a  definition  of  absolute  visual  impairment. 
Legal  and  functional  definitions  of  blindness  are  often  incom- 
patible with  one  another. 

Along  with  these  definitional  problems  comes  a  multi- 
plicity of  sources  regarding  who  is  visually  impaired.  While  the 
Model  Reporting  Area,  a  voluntary  association  of  state  blindness 
registers  whose  aim  is  to  collect  uniform  and  reliable  data  on 


1  For  references  cited  in  the  text  of  the  report,  see  Appendix  E 
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blind  persons,  outlined  the  number  of  blind  persons  in  the  United 
States,  other  sources  such  as  the  National  Health  Survey  data 
estimate  a  prevalence  rate  far  different  than  that  of  the  MRA 
(OSTI,  1968).   Undoubtedly,  what  is  needed  is  a  thorough,  know- 
ledgeable review  of  existing  data  sources  with  documentation  as 
to  their  methodology,  definitions,  and  completeness. 

Under  contract  from  the  National  Eye  Institute,  Westat, 
Inc.  has  undertaken  a  "Summary  and  Critique  of  Available  Data  on 
Prevalence  and  Economic  and  Social  Costs  of  Visual  Disorders  and 
Disabilities. " 


1. 2       Major  Areas  of  Work  (Summary) 

In  an  effort  to  accomplish  this  task,  Westat  saw  its 
role  in  this  study  to  be  threefold:   (1)  identification  and 
location  of  data  sources  relevant  to  the  purposes  of  the  study; 

(2)  methodological  and  general  evaluation  of  existing  data;  and 

(3)  estimation  of  the  incidence  and  prevalence  rates  of  visual 
disorders  and  cost  factors  associated  with  them. 

To  carry  out  these  roles  we  began  with  a  thorough 
search  and  review  of  available  published  and  unpublished  liter- 
ature related  to  incidence,  prevalence  and  socio-economic  costs 
of  eye  disorders.   Data  Banks  of  the  National  Technical  Informa- 
tion Service  and  MEDLARS  II,  a  system  with  a  data  base  of  2,500 
bio-medical,  non-governmental  journals,  were  of  primary  use  here 
In  addition,  contact  with  sources  known  to  collect  information 
on  visual  disorders  or  agencies  known  to  offer  services  or 
financial  support  to  the  visually  handicapped  was  made  in  an 
effort  to  obtain  data.   Personal  visits  and/or  questionnaires 
were  used  in  this  endeavor. 
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Gathering  all  these  data  sources  together,  the  resulting 
yield  was  large.   However,  after  appraising  the  literature  in 
terms  of  availability  of  current  information,  adequacy  of 
methodological  documentation,  size  of  sample  surveyed,  demo- 
graphic breakdowns  and  applicability  of  data  to  the  U.  S.  popu- 
lation, it  was  found  to  be  diffuse,  ambiguous  and  lacking  in 
any  comprehensive  picture  (Cohen,  1973;  Goldstein,  1975;  Portney, 
1974).   However,  for  all  variables  reviewed  there  were  exceptions 
to  the  rule  (Hatfield,  1973;  Trouern-Trend,  1968). 

Available  data  sources,  on  the  'other  hand,  fell  into 
two  roughly  established  categories:   those  having  a  mission  to 
provide  statistical  information  (e.g.,  National  Center  for  Health 
Statistics)  and  those  for  whom  the  performance  of ' this  task  was 
likely  to  be  a  burden  (e.g. ,  Health  Insurance  Plan  of  Greater  New 
York).   In  each  case,  however,  the  data  collection  process  was 
plagued  by  such  things  as  sample  size,  comparability  in  classifica- 
tion and  suitability  of  statistics  to  the  needs  of  NEI. 

Nevertheless,  Westat  was  able  to  produce  statistics 
which,  we  feel.,  should  meet  at  least  the  immediate  needs  of  the 
Institute.   Key  incidence  figures  for  acute  conditions  and 
injuries  were  based  on  national  estimates  of  total  incidence  of 
acute  conditions  and  total  incidence  of  injury  to  the  eye  from 
averages  of  four  years  of  data  (1970-73)  from  the  Health 
Interview  Survey  (NCHS) .   Chronic  disease  incidence  figures  were 
averages  of  five  years  (1970-1974)  of  national  estimates  of  first 
visits  from  the  National  Disease  and  Therapeutic  Index  (NDTI) . 
Both  data  sets  employed  were  chosen  for  their  accuracy  in 
producing  best  estimates  from  available  data  sources.   HIS  was 
best  in  producing  national  sample  statistics  on  acute  conditions 
and  injuries,  though  not  for  chronic  conditions  with  gradual  onset, 
NDTI  data,  on  the  other  hand,  produced  such  estimates  on  chronic  ■ 
eye  conditions  through  the  use  of  first  visit  data.   These  visits, 
however,  could  not  be  taken  to  represent  new  cases  in  any  precise 
way:   a  visit  was  counted  as  many  times  as  there  were  separate 
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diagnoses;  designation  of  a  first  visit  was  dependent  on  report- 
ing physician's  knowledge  of  previous  patient  experience;  and  it 
seemed  to  be  possible  for  a  "first  visit"  patient  to  have  been 
seen  earlier  for  the  same  condition  if  it  had  been  more  than  a 
year  earlier. 

Prevalence  figures  for  the  total  civilian  population 
were,  for  the  most  part,  tied  to  data  from  the  Health  Interview 
Survey  (NCHS),  and  in  the  case  of  blindness,  to  MRA  statistics. 
HIS,  however,  excluded  as  a  data  base  the  institutional  popula- 
tion; thus  in  our  measurement  of  national  prevalence  we  had  to 
make  use  of  data  from  an  NCHS  Nursing  Home  Survey  to.  estimate 
prevalence  in  that  part  of  the  total  institutional  population 
that  was  in  nursing  homes  and  other  institutions  believed  to 
be  similar  to  the  nursing  home  in  the  characteristics  of  their 
patients.   The  remainder  of  the  institutional  population  was 
assumed  to  have  the  same  prevalence  rates  as  the  non-institutional 
population.   In  any  case,  the  weakest  part  of  these  estimates 
had  to  do  with  prevalence  in  the  institutional  population. 
Estimation  of  prevalence  rates  was  based  on  an  J'  eye  affection" 
classification  used  by  MRA.   With  the  addition  of  one  additional 
category  for  minor  impairment  we  were  then  able  to  use  the  same 
affection  category  for  all  three  levels  of  disability.   Finally, 
it  should  be  noted  that  estimates  on  the  amount  of  blindness  may 
be  underestimated.   State  registers  on  which  our  MRA  statistics 
were  based  probably  miss  certain  cases  in  the  population. 

For  estimates  of  medical  care  services  several  data 
sources  were  used.   The  National  Ambulatory  Medical  Care  Survey 
(NAMCS)  from  NCHS  and  the  National  Disease  and  Therapeutic  Index 
(NDTI)  provided  statistics  on  number  of  office  visits  by  diagnostic 
category.   The  Hospital  Discharge  Survey  (HDS)  and  the  Professional 
Activities  Study  (PAS)  were  used  as  a  basis  for  making  estimates 
on  the  number  of  hospital  discharges.   In  addition,  HDS  data  were 
used  as  a  basis  for  estimating  number  of  days  of  care  from  these 
hospitals;  and  PAS  were  used  separately  to  estimate  the  number  of 
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operations  performed  on  the  eye.   Finally,  data  from  the  Kaiser 
Foundation  were  used  to  estimate  in  more  detail  hospital  discharge 
data  for  eye  diseases  and  injuries  from  a  prepaid  group  practice 
plan.   Despite  the  use  of  these  data  systems,  there  were  still 
problems  in 'making  estimates.   Available  data  from  each  source 
were  not  always  for  the  same  year.   Visit  statistics  from  the 
two  sources  used  differed  to  some  extent  in  covereage  and  both 
included  only  the  practices  of  office-based  physicians.   There 
was  little  or  no  nationally  representative  data  on  procedures 
other  than  operations  performed  in  hospitals. 

Finally,  in  the  area  of  direct  and  indirect  costs,  our 
computations  were  based  on  a  model  established  by  Dorothy  Rice  in 
"Estimating  the  Cost  of  Illness"  (see  complete  reference  in  Section 
6.1).   It  should  be  noted,  however,  that  these  costs  did  not  include 
taxes  or  transfer  payments  since  this  would  have  involved  double 
counting  of  the  dollars.   For  detail  of  sources,  see  the  specific 
tables.   Generally,  though,  direct  costs  were  based  on  data  from 
the  medical  care  services  section  of  the  report  with  unit  costs 
applied,  thereby  totaling  $3,603.7  million.   Indirect  costs,  on 
the  other  hand,  totaled  $1,485.2  million  and  were  based  on  figures 
from  HIS  and  the  1973-74  Nursing  Home  Survey,  as  well  as  mean 
earnings  data  from  the  Social  Security  Administration. 
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2.   IDENTIFICATION  AND  REVIEW  OF  DATA  SOURCES 


Within  the  framework  of  this  section  we  have  outlined 
the  major  methods  used  to  canvas  the  sources  of  statistics  on  vis- 
ual disorders  and  impairments,  as  well  as  the  analytical  implica- 
tions of  these  data  sources.   Section  2.1  offers  a  review  of  Westat's 
three  part  approach  in  investigating  the  availability  of  information 
on  visual  disorders.  ar:i  cdCti  of  the  subsections  under  this  heading 
treats  a  specific  approach  used  in  completing  such  a  task,  e.g., 
review  of  the  literature  search,  explanation  of  how  we  contacted 
original  data  sources,  etc.   Section  2.2  follows  with  a  discussion 
and  analysis  of  the  data  provided  from  the  sources  outlined  in 
Section  2.1. 


2.1       Basic  Procedures  Used  in  Locating  Data  Sources 


2.1.1     Explanation  of  Literature  Search 

A  thorough  search  and  review  of  available  published  and 
unpublished  literature  related  to  incidence,  prevalence,  and 
socio-economic  costs  of  eye  disorders  was  undertaken  by  the  Westat 
staff  for  the  purpose  of  assessing  relevant  statistical  data  in 
the  literature.   Using  a  variety  of  techniques  to  extract  pertinent 
information,  Westat  gathered  its  data  sources  from  two  major  areas. 
Initially,  computerized  literature  searches  were  used  to  review 
government  and  journal  articles  relevant  to  the  study.   In  addition, 
Westat  contacted  known  professionals  in  the  field  and  asked  them  to 
cite  the  major  literature  and  known  data  sources.   It  was  felt  that 
by  using  such  a  system  all  areas  of  the  literature  would  be  explored. 

Nevertheless,  for  the  purposes  of  this  paper,  we  have 
separated  references  gathered  from  the  two  computerized  literature 
searches  and  material  gathered  from  the  contacts.   In  this  section 
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and  Section  2.2.1  all  information  discussed  will  refer  only  to  the 
computerized  searches.   The  other  parts  of  Section  2  will  discuss 
all  other  literature  researched.   For  a  complete  listing  of  these 
references  see  Appendix  E.   Literature  listed  there  is  presented 
alphabetically  by  author,  with  source  of  reference  provided. 

With  regard  to  the  computerized  searches,  references 
were  initially  extracted  from  the  data  bank  and  pertinent  articles 
were  read  for  a  preliminary  appraisal  of  relevant  statistical  data 
contained  therein.   A  bibliographic  citation,  a  brief  summary  of 
content,  and  a  general  evaluation  of  the  data's  usefulness  for  our 
purpose  were  then  recorded  on  file  cards  for  each  entry.   Subsequently, 
each  card  was  coded  according  to  the  subject  matter  discussed  (e.g., 
blindness  prevalence,  glaucoma  incidence,  cost  of  cataract  operations) . 
Cards  grouped  topically  provided  a  convenient  and  efficient  basis 
by  which  to  judge  the  quality  and  quantity  of  available  data  from 
published  and  unpublished  sources  in  the  field. 

As  indicated  previously,  Westat  used  two  computerized 
searches  in  their  effort  to  review  the  literature.   Initially, 
Medlars  II,  a  system  with  a  data  base  from  the  National  Library  of 
Medicine,  was  used  to  review  2,500  bio-medical,  non-governmental 
journals  and  papers  published  since  1972.   Based  on  areas  of  in- 
terest, key  words  indexed  to  the  most  specific  terminology  were  fed 
into  the  computer.   Prior  to  this,  however,  subject  headings  had 
been  assigned  by  library  personnel  to  every  significant  concept  in 
each  of  the  documents  in  the  system.   Using  such  a  system,  the  com- 
puter scans  each  potential  data  source  and  compares  our  key  words 
of  interest  with  the  significant  concepts  in  the  article.   Articles 
having  significant  concepts  which  match  our  areas  of  interest  are 
then  cited  on  a  computer  printout  in  bibliographic  form. 
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The  Medlars  search  run  by  Westat  provided  bilio- 
graphic  citations  in  three  major  areas:   epidemiological 
studies  in  eye  diseases  -  120  citations;  familial  and  genetic 
aspect  of  eye  disorders  -  247  citations;  and  a'  general  reference 
printout  primarily  concerned  with  disability  caused  by  visual  dis- 
orders, length  of  hospital  stay  due  to  eye  diseases,  and  workmen's 
compensation  cases  dealing  with  visual  disorders  -  48  citations. 

Of  these  citations,  approximately  three  hundred  were 
reviewed  as  potential  data  sources.   The  remaining  number  may  be 
accounted  for  by  repetition  in  one  or  more  subject  areas,  unavail- 
ability after  three  attempts  to  locate  the  journal  in  question, 
citations  in  foreign  language  journals,  and  citations  which  proved 
irrelevant  after  a  scan-edit  of  references  cited. 

Westat' s  second  search  was  with  the  National  Technical 
Information  Service  (NTIS) .   Using  a  data  bank  which  consisted  of 
approximately  400,000  technical  report  summaries  of  documents 
written  since  1964  from  all  major  departments  and  agencies  within 
the  Federal  Government,  as  well  as  from  leading  private  organiza- 
tions or  individuals  with  Federal  grants  or  contracts,  a  compre- 
hensive in-depth  search  was  performed. 

Like  the  Medlars  II  search,  key  concepts  were  provided  by 
the  Westat  staff  and  then  fed  into  the  NTIS  system.   In  all,  approxi- 
mately 50  citations  were  provided  by  the  run  under  such  subject 
headings  as:   national  incidence  and  prevalence  statistics  on  specif' 
ic  visual  disorders  (as  listed  in  the  RFP) ;  socioeconomic  costs  of 
visual  disorders-  and  disabilities;  loss  of  taxes  and  productivity 
related  to  visual  disorders  and  disabilities;  medical/custodial  care 
of  patients  with  visual  disorders  and  information  related  to  direct 
financial  assistance  or  special  benefits  to  the  blind  and  visually 
disabled. 
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Unlike  the  Medlars  II  search,  which  provided  a  listing 
of  bibliographic  citations  with  no  content  summary,  NTIS  provided 
abstracts  of  the  articles  cited  in  the  search.   On  this  basis, 
Westat  was  able  to  make  an  efficient,  preliminary  review  of  the 
references  without  the  necessity  of  locating  and  reading  each  entry 
from  the  system.   Using  such  a  system,  the  Westat  staff  then  made  a 
decision  whether  the  article  was  relevant  and  if  so  whether  detailed 
exploration  of  the  source  was  necessary.   Pertinent  documents  were 
then  obtained  from  the  original  source  or  from  the  NTIS  library. 


2.1.2     Contacts  and  Visits  with  Original  Sources  of  Data 

One  of  the  major  methods  used  for  gathering  data'  on  visual 
disorders  was  contact  with  sources  known  to  collect  information  in 
that  area  or  sources  known  to  offer  services  or  financial  support  to 
the  visually  handicapped.   On  the  basis  of  prior  experience  of 
Westat 's  staff,  we  began  our  data  collection  effort  by  pinpointing 
known  sources  of  data  and  agencies  set  up  to  service  those  with  a 
visual  disorder. 

Sources  known  to  collect  data  on  visual  disorders  fell 
into  three  major  sectors  —  Federal,  State,  and  Private.   Each  of 
these  sectors  dealt  primarily  with  a  particular  type  of  data 
source.   Federal  agencies  were  represented  by  the  National  Center 
for  Health  Statistics  (NCHS)  and  the  National  Cancer  Institute  (NCI), 
both  of  which  are  known  for  their  capability  in  supplying  survey 
data,  and  also  by  the  Social  Security  Administration,  the  Social 
and  Rehabilitation  Service,  and  the  Veterans  Administration  which 
operate  programs-  of  financial  benefits  or  services  to  persons  with 
visual  disabilities.   Blindness  Registers  were  to  supply  information 
from  the  state  level;  and  the  National  Disease  and  Therapeutic  Index 
(NDTI) ,  as  well  as  the  Professional  Activities  Study  (PAS) ,  were 
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representative  of  survey  capabilities  and  abstracting  systems  in 
the  private  sector."  In  the  private  sector  also  were  health  insur- 
ance plans  which  might  be  expected  to  have  data  on  enrollees  served. 
(For  a  complete  list  of  original  sources  contacted,  see  Appendix  A.) 

Initially,  the  major  agencies  on  this  data  collection 
list  were  contacted  and  an  in-person  interview  with  an  agency  repre- 
sentative took  place.   The  primary  purpose  of  the  interview  was  to 
determine  the  content,  accessibility  and  completeness  of  the  data 
system.   Once  the  state  of  the  data  was  determined,  each  interview 
then  turned  towards  obtaining  any  additional  sources  of  data  known 
by  the  agency. 

Sources  obtained  from  these  agencies  and  those  which 
were  found  to  collect  data  on  visual  disorders  were  added  to  our 
list  of  contacts.   These  new  data  sources,  however,  were  reviewed 
through  the  use  of  a  brief  questionnaire  (See  section  2.1.3  for  fur- 
ther explanation.) 

In  conjunction  with  a  list  of  known  data  collection 
agencies  Westat  was  also  concerned  with  contacting  agencies  which 
offered  other  kinds  of  services  to  the  vir  ially  handicapped.   It 
was  felt  that  even  though  these  agencies  did  not  collect  statistical 

information  on  individuals  with  visual  disorders,  they  would 
be  familiar  with  agencies  that  did.   Westat  began  this  review  of 
service-oriented  agencies  by  initiating  contact  with  places  like 
the  American  Foundation  for  the  Blind,  the  National  Society  for. 
the  Prevention  of  Blindness,  and  the  National  Accreditation  Council 
for  Agencies  Serving  the  Blind  and  Visually  Handicapped  (for  a  com- 
plete list  of  these  agencies  see  Appendix  A) .   New  agencies  suggested 
by  the  service-oriented  agencies  were  either  contacted  through  the 
use  of  a  questionnaire,  if  they  were  a  data  collection  agency,  or 
contacted  by  telephone/in-person  if  they  had  a  service  orientation 
with  no  data  collection  capabilities.   In  all  cases  we  were  attempt- 
ing to  assess  which  agencies  had  a  data  collection  system  and  what 
the  content  and  capability  in  producing  these  data  were. 
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2.1.3      Explanation  of  the  Use  of  the  Questionnaire 

As  a  means  of  making  every  effort  to  ascertain  the  original 
producers  of  data  relevant  to  the  scope  of  work  outlined  in  the 
proposal,  Westat  initiated  a  data  search  via  the  use  of  a  question- 
naire.  On  the  basis  of  names  and  agencies  compiled  from  contacts 
spoken  of  previously  in  Section  2.1.2  Westat  administered  a  mail 
questionnaire  to  each  of  the  names  or  agencies  on  the  list.   The  pur- 
pose of  this  questionnaire  was  to  review  and  evaluate  the  various 
kinds  of  data  collected  by  these  agencies.   More  specifically,  we 
were  interested  in  establishing  which  of  these  data  collection  sys- 
tems had  data  relevant  to  the  needs  of  our  research  and  which 
of  these  agencies  would  be  able  to  provide  us  with  these  data. 
In  all  there  were  four  different  types  of  questionnaires  used  to 
provide  us  with  this  information.   The  type  of  questionnaire  sent 
to  the  individual  agencies  was  dependent  on  the  type  of  data  collec- 
tion system  used  by  the  agency  under  discussion.   For  example,  the 
Commission  on  Professional  and  Hospital  Activities  was  known  to  have 
a  system  which  extracted  information  from  membership  hospitals;  con- 
sequently, Westat  requested  them  to  fill  out  questionnaire  D,  one 
which  dealt  with  Hospital  Discharge  Abstracting  Systems.   NCHS ,  on 
the  other  hand,  conducts  the  Health  Interview  Survey  (HIS)  on  an 
annual  basis,  and  so  we  sent  them  questionnaire  AT  dealing 
with  the  Morbidity  and  Medical  Care  Surveys  and  Censuses.   (For 
copies  of  questionnaires,  see  Appendix  B.) 

Once  these  and  all  other  questionnaires  had  been  returned 
to  the  Westat  office,  they  were  subjected  to  systematic  processing. 
Questionnaires  were  logged  in  (see  Appendix  C)  and  reviewed  for  com- 
pleteness and  legibility.   Telephone  contact  was  made  to  clear  up 
any  problems.   Each  questionnaire  was  then  evaluated  on  the  basis 
of  availability  of  information  in  the  needed  detail.   Sources 
which  met  the  criteria  set  down  by  the  Westat  staff  were  then 
approached  by  letter.   Further  explanation  as  to  the  needs  of 
the  project  was  provided  and  copies  of  table  shells  outlining  the 
desired  information  were  enclosed. 
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2.2       Investigation  and  Analysis  of  Data  Sources 


2.2.1     Analysis  of  the  Literature 

As  Section  2.1.1  has  indicated,  a  thorough  search  and 
review  of  the  literature  were  performed  to  determine  the  availa- 
bility of  relevant  statistical  data.   The  analytical  approach  to 
this  review,  however,  was  carried  out  in  terms  of  the  major  var- 
iables outlined  in  the  proposal,  e.g.,  annual  prevalence  and  in- 
cidence rates  of  a  visual  disorder  in  the  U.S.  population;  and  direct 
and  indirect  costs  associated  with  the  visual  disorder,  i.e.,  costs 
associated  with  lost  productivity,  and  medical  and/or  custodial 
care,  plus  public  support  payments.   Gathering  all  these  sources 
together,  the  resulting  yield  of  references  from  the  literature 
search  was  large.   However,  after  sorting  out  and  evaluating  the 
sources,  the  state  of  the  literature  itself  was  found  to  be  diffuse, 
parochially  compartmentalized  and  lacking  in  any  comprehensive  or 
global  perspective.   Accordingly,  in  this  section  of  the  report  we 
have  selected  references  which  best  illustrate  the  quality  and 
quantity  of  statistical  data  found.   Moreover,  within  each  of  the 
subject  areas  we  have  appraised  the  data  source  in  terms  of  general 
availability  of  current  information,  adequacy  of  methodological 
documentation,  size  of  sample  being  surveyed,  applicability  of 
data  to  the  U.S.  population,  and  efforts  to  break  down  the 
population  under  study  demographically . 


2.2.1.1    Incidence  Data 

Only  a  limited  number  of  references  dealing  with  data 
related. to  the  incidence  of  specific  eye  diseases  or  conditions 
were  reviewed.   In  all,  only  fourteen1  sources  contained  any  report 
of  such  information.   Of  those,  there  existed  considerable 
variety  in  the  number  of  cases  analyzed,  the  array  of  variables 
surveyed  and  the  methods  employed. 


*See  Appendix  E  entry  numbers  1,  10,  15,  17,  35,  44,  49,  71,  73,  75, 
76,  -90,  93  and  100. 
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Several  sources  failed  to  document  their  definition  of 
the  term  "incidence"  (Snowe,  1973;  Alter,  1973);  and  of  the  remain- 
ing sources,  definitional  approaches  to  the  concept  varied.   Hatfield 
(1973)  and  Keller  (1973)  defined  incidence  as  "new  cases"  and  "cases 
newly  diagnosed"  respectively   whereas  Boone  (1973)  defined  the 
concept  as  those  cases  "reported  at  onset."   As  the  authors  have 
indicated,  the  first  two  definitions  provide  us  with  only  an  approxi- 
mation of  true  incidence  data  and  not  true  incidence  statistics, 
whereas  the  latter  definition  examines  the  actual  number  of  new 
cases  in  a  specified  population. 

Even  so,  several  studies  have  documented  trends  and  patterns 
in  the  distribution  of  visual  disorders,  but  for  the  most  part  these 
studies  have  dealt  with  only  a  small  segment  of  the  U.S.  population. 
Over  half  of  the  citations  dealing  with  incidence  statistics  dealt 
with  sample  sizes  of  less  than  1,000  (e.g.:   Percy,  1972;  Portney,  1971; 

Boone,  1973;  Alter,  1973)  and  of  these  studies  several  of  the  articles 
dealt  with  visual  disorders  particular  to  a  small  sample  within  a 
social  or  ethnic  group.   Portney  (1971  and  1974)  dealt  with  the 
Papago  Indians  and  Alter  (1973)  dealt  with  the  Oriental  population 
in  Hawaii.   As  a  result,  valid  projections  on  a  national  level  are 
next  to  impossible  to  make.   Nevertheless,  Kahn  and  Hiller  (1973) 
and  Hatfield  (1973)  did  report  on  the  incidence  rate  of  blindness  in 
the  U.S.  population.   Hatfield  discussed  at  length  the  Model  Report- 
ing Area  and  a  specific  technique  by  Ralph  Hurlin  used  to  document 
national  incidence  statistics. 

Finally,  although  an  aim  of  our  study  was  to  provide  a 
demographic  breakdown  of  data,  such  material  was  lacking.   Sample 
populations  were  simply  not  broken  down  (Ganley,  1973;  Orenstein, 
1973;  Keller,  1973).   One  suspects  that  in  most  cases  this  is  due 
to  the  size  of  the  sample  and  inability  to  make  statistically  sound 
breakdowns  from  the  sample. 
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2.2.1.2    Prevalence  Data 

An  examination  of  the  literature  produced  by  the  searches 
reveals  a  greater  availability  of  information  on  prevalence  than 
was  found  for  data  on  incidence.   Thirty-four2  references  published 
within  the  last  five  years  dealt  with  the  prevalence  rates  of  a 
variety  of  visual  disabilities  and  eye  diseases. 

Unfortunately,  these  references  differed  greatly  in  the 
topics  covered,  treatment  of  the  material  and  in  the  quality  of 
the  work  completed.   Several  authors  whose  contributions  reviewed 
prevalence  data  failed  to  document  their  information  adequately. 
Ellis  (13  73)  made  the  statement  regarding  Histoplasmic  Choroditis 
that  the  highest  prevalency  rate  in  the  world  is  in  the  U.S.  along 
the  Mississippi  and  Ohio  Rivers.   However,  this  statement  was  never 
supported  with  any  type  of  statistical  data.   In  addition,  Mules 
(1971)  and  Bunncr  (19  73)  used  terms  which  were  poorly  defined. 
Mules  inadequately  conceptualized  the  term  "loss  of  vision,"  and 
Burner,  in  a  study  on  ,:.he  percent  of  school  children  in  Ohio  with 
a  "vision  problem,"  never  defined  what  he  meant  by  the  term. 
Trou  em -Trend  (1968),  on  the  other  hand ,  used  prevalence  figures 
based  on  MRA  data  but  in  other  areas  of  the  report  failed  to  refer- 
ence where  the  other  statistics  came  from. 

Nevertheless,  several  studies  were  adequately  documented 
and  do  represent  successful  efforts  to  provide  useful,  well  docu- 
mented and  clearly  presented  prevalence  data.   Hatfield  (1973) 
compiled  national  statistics  on  the  prevalence  of  blindness.   She 
provided  a  demographic  breakdown  of  these  figures  on  the  basis  of 
information  from  the  Model  Reporting  .Area.   Moreover,  Metropolitan 
Life  Insurance  (19  73)  provided  figures  on  the  prevalence  rate  of 


2See  Appendix  E  entry  numbers  1,  8.  9,  11,  12,  13,  14,  29,  35,  43, 
44.  47,  48,  49,  50,  55.  56,    61,  62.  66,  69,  72,  77,  80,  81,  83,  84, 
85,   89..  91.  92,  96,  98  and  ICC. 
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blindness  in  the  U.S.  by  comparing  rates  derived  from  the  MRA  to 
estimate  blindness  for  regional  as  well  as  national  totals.   In 
their  presentation,  information  by  age  and  sex,  as  well  as  etiology 
of  the  blindness  and  the  percent  of  visual  acuity,  was  provided. 

Like  the  literature  reviewed  under  incidence,  the  majority 
of  references  researched  dealt  with  populations  having  a  small  sam- 
ple size.   With  few  exceptions,  the  size  of  the  data  base  did  not 
lend  itself  to  making  accurate  projections  on  the  prevalence  rate 
of  visual  disorders  on  a  national  level.   Sanders  (1971)  used  sam- 
ples with  an  ethnic  base.   Rengstorff  (1972) ,  Odland  (1972)  and 
Marlon  (1973)  reviewed  the  military  population,  and  Cohen  (1973) , 
Evans  (1972),  Pearce  (1972),  and  Thaler  (1972)  researched  the 
institutionalized  populations.   Hatfield  (1973),  Metropolitan  Life 
Insurance  (1973),  Roberts  and  Dugan  (1972),  Scanlon  and  Roberts 
(1972)  were  exceptions  to  this  rule.   Besides  Hatfield's  and  Metro- 
politan Life 's  national  estimates  from  MRA  data,  Roberts  and  Dugan 
studied  the  visual  acuity  of  non-institutionalized  children  aged 
6-11  years  in  the  U.S.,  and  Scanlon  and  Roberts  studied  the  same 
age  group  in  reference  to  the  prevalence  of  color  vision  deficiencies 
in  the  U.S. 

Obviously  relevant  to  the  problem  of  making  projections 
of  prevalence  on  a  national  level  are  the  studies  in  which  certain 
eye  diseases  are  found  to  be  statistically  higher  in  particular 
ethnic  populations  or  age  groups,  etc..  Studies  of  this  type  are  by 
Kalin  (1972) ,  a  study  of  glaucoma  in  the  aged;  Bettman  (1973) ;  and 
Portney  (1974) ,  on  the  Southwest  Indian  population  and  the  prevalence 
of  trachoma.   In  these  populations,  since  the  frequency  of  the 
disease  is  higher  than  in  other  segments  of  the  U.S.  population, 
the  sample  size  need  not  be  as  great  in  order  to  make  estimates  for 
the  particular  group  studied. 
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Finally,  in  most  of  the  references  surveyed,  the  authors 
did  attempt  to  break  down  the  populations  under  study  by  demographic 
characteristics.   Prevalence  data  were  presented  in  terms  of  age, 
sex  and,  in  certain  studies,  race  characteristics.   Studies  using 
the  "blind"  as  a  base  population  were  found  to  describe  their  popu- 
lation most  specifically  (Hatfield,  1973  and  Trouern-Trend,  1968). 


2.2.1.3 


Social  and  Economic  Cost  Data 


While  every  effort  was  made  to  request  and  obtain  infor- 
mation on  the  subject  of  social  and  economic  costs  of  visual  dis- 
orders, only  a  few  relevant  data  sources  were  produced  by  the  two 
computerized  searches.   Heimlich  (1967)  and  Trouern-Trend  (1968) 
investigated  economic  costs  associated  with  blindness.   Unfortu- 
nately, both  were  marred  by  the  fact  that  their  data  are  out- 
dated and  at  times  poorly  documented. 

Heimlich,  in  his  study  for  NINDB,  specifically  reviewed 
data  concerned  with  a  cost  estimate  of  the  reduced  life- 
time earning  capacity  for  the  blind  and  a  cost  benefit  analysis 
on  the  development  of  devices  to  aid  the  blind  and  partially  sighted 
(an  area  with  which  our  study  is  not  concerned) .   The  usefulness 
of  these  estimates  is  questionable,  however,  since  through  the 
author's  own  admission,  there  are  insufficient  economic  data  on 
which  to  base  accurate  estimates. 

Trouern-Trend  also  presented  a  discussion  on  income  lost 
as  a  result  of  blindness,  and  the  economic  benefits  associated  with 
restoring  one's  sight.   In  add:i  :  ion,  dollar  figures  were  attached 
to  income  sources  of  the  blind,  financial  reimbursements  made  to 
the  aging  blind,  and  total  expenditures  by  state  agencies  for  the 
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blind.   The  problem  with  this  information,  however,  is  that  in  a 
number  of  cases  the  author  fails  to  reference  where  his  data  comes 
from,  and  so  if  the  data  were  to  be  used,  better  documentation  of 
the  material  would  be  necessary. 


2.2.1.4 


Medical  Care  and  Treatment 


While  Westat  requested  information  from  both  searches 
on  the  medical  care  and  treatment  procedures  involving  eye  dis- 
orders, we  were  mainly  interested  in  these  procedures- in  terms  of 
their  relation  to  economic  costs.   Unfortunately ,  the  citations 
we  received  referenced  care  and  treatment  on  a  technical  level 
rather  than  in  terms  of  any  cost-oriented  material  (Campbell, 
1971;  Goldsmith,  1972;  Cotlier,  1972;  Hibbs ,  1973  and  Kelman,  1973) 
Of  the  ten  sources  cited,  all  dealt  with  200  or  less  cases,  were 
often  demographically  undefined,  and  were  parochially  structured 
in  their  orientation,  i.e.,  no  national  projections.   Even  if  cost 
information  per  case  was  provided,  valid  estimates  of  medical  care 
and  treatment  procedures  on  a  national  level  could  not  possibly 
be  made  from  these  figures. 


2.2.2 


General  Commentary  on  Sources  Contacted 


As  Section  2.1.2  has  indicated,  one  of  the  methods  used 
for  reviewing  available  data  on  blindness  and  visual  disorders  was 
contact  by  mail,  telephone,  or  personal  visit  with  sources  known 
to  collect  such  data,  or  known  to  offer  services  or  financial 
support  or  medical  care  insurance  to  visually  handicapped  persons 
or  to  those  seeking  care  for  diseases  or  injuries  of  the  eye. 
We  shall  document  these  contacts  in  detail  but  in  this  section  a 
general  review  of  the  sources  will  be  presented. 
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The  sources  can  be  roughly  divided  into  two  types: 
a)  those  recognizing  a  mission  to  provide  information  in  statistical 
form  for  uses  beyond  the  immediate  operational  needs  of  the  program; 
and  b)  those  for  whom  this  mission  was  an  extra  burden  -  a  task  to 
be  performed  only  if  it  could  be  accomplished  without  interfering 
with  the  major  purpose  of  the  program. 

Actually,  no  clean  dividing  line  can  be  drawn  between 
sources  of  these  types  but  they  could  be  arranged  along  a  scale 
according  to  the  degree  to  which  they  recognized  a  mission  to  serve 
needs  other  than  their  own  and  devoted  internal  resources  to  that 
mission.   At  one  end  would  be  statistical  agencies,  such  as  the 
National  Center  for  Health  Statistics  (NCHS) ,  whose  major  reason  for 
existence  is  to  provide  statistics  to  others,  and  at  the  other  might 
be  placed  private  health  insurance  plans  which,  quite  understandably, 
do  not  feel  they  can  use  income  from  premiums  to  provide  this  kind  of 
public  service.   For  example,  the  Health  Insurance  Plan  of  Greater 
New  York  (HIP)  has  ceased  the  routine  classification  of  medical 
services  by  diagnosis  because  they  find  they  don't  need  it  for 
their  internal  use.   Only  if  this  contract  had  been  able  to 
finance  a  special  coding  project  would  HIP  have  been  able  to  provide 
relevant  statistics.   Other  health  insurance  plans,  e.g.,  some  of 
the  Kt  iser  Foundation  Health  Plans ,  did  provide  some  statistics  but 
were  limited  to  data  on  in-patient  hospital  services. 

The  study  experienced  difficulties,  it  must  be 
emphasized,  at  both  ends  of  the  scale  of  sources  we  have  described. 
However,  the  difficulties  tended  to  be  of  a  different  type  depend- 
ing upon  where  the  source  fell  on  this  hypothetical  scale.   The 
difficulties  with  the  statistically  oriented  programs,  such  as 
NCHS  and  the  Professional  Activities  Study  (PAS) ,  which  has  con- 
tracted out  its  public  statistical  servicing  to  IMS,  America, 
LTD,  and  the  National  Disease  and  Therapeutic  Index  (NDTI) ,  also 
operated  by  IMS,  were  more  apt  to  be  of  a  technical  type.   They 
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had  to  do  with  small  sample  sizes,  comparability  in  classification, 
or  some  sort  of  unsuitability  of  the  statistics  to  the  NEI ' s 
needs. 

At  the  other  end  of  the  scale  the  problems  had  more  to 
do  with  the  sheer  availability  of  data,  or  at  least  the  avail- 
ability of  the  data  at  a  price  that  this  project  could  afford  to  pay. 

Despite  the  considerable  length  and  depth  of  experience 
available  to  the  study  staff,  we  were  surprised  to  discover  that 
no  data  were  available  on  Medicare  ambulatory  care  services  (Part 
B  of  Medicare)  except  from  a  sample  survey  of  households,  the  sample 
for  which  is  too  small  to  provide  useful  data  on  eye  diseases  or 
impairments.   Likewise,  the  problems  of  digging  out  statistics  on 
services  provided  and  charges  for  these  services  in  the  Medicaid 
program  proved  insuperable  in  the  time  and  with  the  funding 
available  in  this  study.   (For  example,  the  office  responsible 
for  producing  statistics  on  the  services  provided  to  California 
Medicaid  eligibles  gave  the  study  a  minimum  estimate  of  $4,000.00 
to  produce  the  tables  Westat  requested.   No  detailed  statistics 
are  available  at. the  federal  level.) 

The  Blindness  Registers  operated  by  a  number  of  states 
fall  somewhere  near  the  middle  of  the  scale.   Because  of  the 
tradition  of  the  Model  Reporting  Area  (MRA) ,  they  recognize  a 
responsibility  to  provide  statistics  in  addition  to  helping  to 
serve  the  immediate  needs  of  the  blind  population.   Unfortunately, 
however,  according  to  the  consensus  among  those  who  helped  to 
establish  the  MRA  and  have  followed  the  history  of  the  registers, 
they  have  been  gradually  losing  their  value  as  sources  of 
statistics  since  financial  support  from  the  federal  government 
was  discontinued.    The  efforts  in  the  direction  of  outreach  to 
attempt  to  cover  the  entire  blind  population  have  declined. 
Increasingly  the  registers  are  simply  lists  of  those  who  have 
happened  to  come  within  the  reach  of  one  or  another  of  the  state's 
programs.   The  study  staff  concluded  that  the  statistics  for  the 
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period  around  1970  were  probably  better  than  those  currently 
available,  and  the  basic  figures  used  in  the  study  estimates  were 
those  from  the  end  of  the  MRA  reporting  era  (with  certain  modifica- 
tions, which  will  be  described  in  section  4.2). 

Other  problems  encountered  in  making  use  of  data  from 
the  sources  with  which  the  staff  made  contact  and  which  were 
sufficiently  serious  to  lead  to  dropping  the  effort  to  secure 
data  were  of  the  following  types: 

•  The  source  was  not  really  a  data  system  in  the 
usual  sense,  at  least  not  a  system  that  could 
produce  statistics  of  incidence  or  prevalence. 
An  example  of  this  is  the  Armed  Forces  Institute 
of  Pathology.   An  office  there  collects  case 
histories  of  difficult  therapeutic  and/or 
diagnostic  problems,  some  of  which  are  quite 
rare.   But  no  effort  is  made  to  be  complete  or 
representative . 

•  The  source  lacked  knowledge  of  the  numbers  and/or 
characteristics  of  an  exposed-to-risk  population 
or  was  suspect  as  representing  an  overly  atypical 
experience.   The  study  did  receive  certain 
information,  for  example,  from  the  Wills  Eye  Hospital 
in  Philadelphia.   While  the  data  might  be  of  in- 
terest in  and  of  themselves,  it  was  concluded 

that  because  of  lack  of  knowledge  about  the  exposed- 
to-risk  population  they  could  not  be  helpful  in  es- 
timating the  size  of  the  national  problem. 

•  The  source  covered  a  population  that  was  too  limited 
geographically  or  too  atypical  in  other  respects  to 
warrant  incorporating  the  data  in  national  estimates, 
though  knowledge  of  the  source  may  be  useful  to  NEI 
in  other  connections.   Examples  of  sourc.  s  of  this 
sort,  which  we  are  sure  were  not  covered  completely 
in  our  search,  are  Blue  Cross  of  Northeast  Ohio  and 
the  Harvard  Community  Health  Plan. 
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•  The  data  producible  from  a  particular  source  were 
too  specialized  or  limited  in  scope  to  offer  much 
help  in  the  quest  for  national  statistics  on  in- 
cidence, prevalence,  and  costs.   Of  this  type 
there  were  also  a  considerable  number  of  examples 
in  the  study,  and  many  more  could  undoubtedly  have 
been  found  by  a  more  exhaustive  search.   An  instance 
of  a  source  of  this  kind  are  the  statistics  received 
from  the  New  York  State  Department  of  Labor,  Division 
of  Research  Statistics,  on  compensated  accidents 
(under  Workmen's  Compensation)  showing  accidents  by 
body  part,  extent  of  disability,  dollar  cost  of 
accidents,  and  nature  of  injury. 

•  The  statistics  were  relevant  and  useful  but  a  more 
comprehensive  source  of  data  of  the-  same  type  was 
available  elsewhere.   Example:   the  Missouri  Hospital 
Discharge  Data  System  operated  by  the  Missouri  State 
Center  for  Health  Statistics  covers  only  one  state 
while  PAS  includes  data  from  short-term  general 
hospitals  in  the  U.S. 

This  review  has  concentrated  on  difficulties  and  dis- 
appointments experienced  in  making  contact  with  numerous  potential 
data  sources  of  widely  varying  types.   It  is  not  intended  that  the 
conclusion  should  be  drawn  that  the  programs  investigated  were 
doing  an  inadequate  job.   It  must  be  kept  in  mind  that  producing 
statistics  suitable  to  the  needs  of  the  Eye  Institute  and  others 
working  in  the  field  of  visual  disorders  and  blindness  is  not  a 
principal  responsibility  of  the  officials  with  whom  we  were  in 
touch.   Nevertheless,  our  general  impression  is  one  of  disappoint- 
ment with  what  we  were  able  to  find. 

A  further  critique  of  the  state  of  statistics  in  this 
area  will  be  found  in  Sections  3,4,  5  and  6.   For  an  alphabetic 
listing  of  the  various  information  sources  with  which  contact  was 
made  by  letter,  telephone  or  visit,  and  a  brief  summary  of  the 
outcome,  see  Appendix  H. 
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3.   DATA  ON  INCIDENCE 


3.1       Evaluation  of  Existing  Data 

The  statistics  on  incidence,  defined  as  the  number  of 
new  cases  of  a  disease  or  visual  impairment  with  onset  in  a  defined 
population  in  a  specified  interval  of  time,  are  undoubtedly  the 
weakest  of  the  four  kinds  of  statistics  on  visual  disorders  or 
impairment  with  which  the  study  was  concerned.   This  is  chiefly 
due  to  the  fact  that  the  most  important  conditions,  though  not  the 
most  frequent,  from  the  standpoint  of  resulting  disability  and 
cost  to  society,  are  chronic  in  nature.   They  are,  therefore,  often 
insidious  in  onset.   It  is  difficult  to  define  a  point  in  time  that 
is  the  date  of  onset.   Thus,  household  surveys  generally  provide 
inadequate  measures  of  incidence  of  chronic  eye  diseases. 

Another  pervasive  difficulty  in  making  use  of  sample 
surveys  to  determine  the  incidence  of  diseases  in  the  national 
population  is  that  of  sample  sizes.   This  problem  can  be  brought 
home  by  giving  a  hypothetical  example.   Suppose  there  is  an  eye 
disease  with  an  annual  national  incidence  of  100,000  cases  per 
year.   That  incidence  would  correspond  to  one  of  the  more 
common  eye  disorders.   It  would  by  no  means  be  considered  rare. 
Yet  this  incidence  represents  roughly  one  case  for  every 
2,200  person-years  of  experience  in  the  national  population. 
That  is  to  say  one  has  to  follow  a  samply  of  2,200  persons 
for  a  year,  on  the  average,  to  pick  up  a  single  case.   Few 
agencies  have  the  resources  to  deal  with  samples  of  that 
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size.   Even  the  National  Health  Interview  Survey  (HIS)  carried 
on  by  NCHS ,  which  is  the  largest  health  survey  of  its  kind  in 
the  world,  involves  visiting  only  42,000  households  containing 
about  134,000  persons  in  the  course  of  a  year.   However,  since  the 
family  respondents  have  been  found  to  provide  reliable  infor- 
mation on  new  cases  of  illness  for  no  more  than  the  two  weeks 
preceding  the  visit  (because  of  problems  of  recall) ,  there 
are  not  134,000  person-years  of  experience  covered  in  a  year's 
surveying  but  only  about  1/2 6th  of  that,  or  about  5,150  person- 
years.   Thus,  one  would  expect  to  pick  up  no  more  than  2  or  3 
new  cases  of  our  hypothetical  eye  disease  per  year  of  the 
survey. 

Criticism  of  a  survey  such  as  HIS  is  sometimes  di- 
rected at  the  quality  of  the  information  which  can  be  provided 
by  lay  respondents.   We  believe  this  criticism  misses  the 
point.   Actually,  if  a  member  of  the  family  has  been  diagnosed 
as  having  glaucoma,  the  respondent  is  perfectly  capable  of 
passing  that  information  on  without  error  to  a  trained  inter- 
viewer who  asks  about  it.   But  even  a  survey  of  this  magnitude 
will  find  so  few  new  glaucoma  cases  that  it  might  require 
the  consolidation  of  10  years  of  sampling  to  provide  an  even 
passably  reliable  national  estimate! 

The  insidious  nature  of  the  onset  of  chronic  ill- 
ness makes  for  a  subtler  error  also.   Typically,  symptoms  of 
trouble  make  themselves  known  and  the  individual  seeks 
medical  care.   At  first  the  diagnosis  is  not  known  but  after 
repeat  visits  and  tests  lasting  several  weeks,  perhaps,  the 
diagnosis  is  established  and  the  patient  is  told  the  nature 
of  his  condition.   Immediately,  from  the  patient's  standpoint, 
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that  case  is  several  weeks  old.   If  asked  in  an  interview 
about  the  onset  of  a  new  case  in  the  two  weeks  preceding  the 
interview,  the  respondent  would  not  report  the  newly  diagnosed 
case  because  in  his  mind  it  dates  b.  :k  to  the  onset  of 
symptoms,  well  before  the  two-week  recall  period. 

For  these  reasons  information  on  the  incidence  of 
chronic  diseases  has  generally  been  based  on  reports  of  newly 
diagnosed  cases  from  the  files  of  hospitals  and  physicians. 
However,  it  is  only  within  quite  recent  years  that  the  prin- 
ciples of  probability  sampling  have  been  applied  to  collection 
of  data  about  individual  cases  from  medical  sources.   For 
ambulatory  care  the  oldest  series  that  is  in  any  way  repre- 
sentative of  the  United  States  is  the  National  Disease  and 
Therapeutic  Index  (NDTI) ,  a  survey  of  the  practices  of  office- 
based  physicians  operated  principally  for  the  pharmaceutical 
industry  by  IMS  America,  LTD,  a  private  firm  whose  U.S. 
office  is  located  in  Ambler,  Pennsylvania.   This  was  one 
of  the  principal  sources  relied  upon  by  the  staff  of  this 
study  in  producing  statistics  on  incidence.   For  the  pur- 
pose of  determining  the  distribution  by  diagnostic  cate- 
gory of  new  acute  cases  of  eye  diseases  and  injuries  and  of 
approximating  the  incidence  of  chronic  conditions  data  from 
NDTI  supplied  by  NIH  (which  subscribes  to  the  NDTI  statistical 
service)  were  used  in  the  following  way. 

The  survey  produces  national  estimates  of  the  annual 
number  of  visits  to  the  offices  of  physicians1  of  all  types 
(except  those  practicing  solely  within  hospitals) .   It  is 
possible  to  classify  the  visits  according  to  the  age  and  sex 
of  the  patient,  the  diagnoses  of  illnesses  or  injuries  treated, 
and  according  to  whether  the  visit  was  or  was  not  a  "first 
visit  without  referral."   It  was  assumed  that  these  first 


The  survey  also  includes  home  visits  and  visits  by  physicians 
to  their  private  patients  in  hospitals  and  nursing  homes. 
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visits  approximated  newly  diagnosed  cases,  and  percentage 
distributions  by  diagnostic  category  for  acute  conditions 
were  calculated  within  each  age-sex  group  based  on  averages 
for  five  calendar  years:   1970-74.   These  percentages  were 
then  multiplied  by  estimated  total  numbers  of  new  cases  for 
all  eye  diseases  combined,  within  each  age-sex  group,  taken 
from  the  National  Health  Interview  Survey.   The  HIS  incidence 
data  for  all  eye  diseases  combined  were  based  on  annual 
averages  for  four  calendar  years,  1970-73,  to  reduce  errors 
of  sampling.   The  incidence  of  injuries  to  the  eye  was 
estimated  separately  but  using  a  very  similar  method.   Fur- 
ther details  of  the  methods  will  be  presented  elsewhere  in 
this  report.   For  chronic  eye  diseases  the  NDTI  estimates 
of  first  visits  were  taken  to  represent  incidence  without 
adjustment.   This  use  of  data  from  a  combination  of  sources 
is  presented  here  only  to  indicate  the  shortcomings  of 
available  statistics  on  incidence. 

•Both  the  data  sets  employed  have  faults  from  the 
standpoint  of  the  objectives  of  the  present  study.   The  house- 
hold interview  survey  data  failed  to  include,  in  any  adequate 
way,  the  incidence  of  chronic  diseases  with  gradual  onset,  as 
has  already  been  pointed  out.   On  the  other  hand,  they  are 
based  on  a  better  national  sample  and  probably  are  the  best 
source  of  incidence  figures  for  the  acute  eye  illnesses,  such 
as  infections,  acute  inflammatory  diseases  of  the  eye,  and 
injuries  (which  are  far  more  numerous  in  the  counts  of  new 
cases  than  are  the  chronic  disorders) . 

The  data  on  first  visits  from  NDTI  cannot  be  taken 
to  represent  new  cases  in  any  precise  way.   There  are  several 
reasons  for  this  (which  the  NDTI  staff  were  very  helpful  in 
pointing  out) .   First,  a  visit  was  counted  as  many  times 
as  there  were  separate  diagnoses  reported  in  the  tables  with 
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which  the  study  was  provided.   (Unduplicated  counts  of  visits 
can  be  furnished  but  not  for  a  range  of  diagnostic  categories.) 
This  source  of  bias  is  small  since  there  are  only  1.1  to  1.2 
diagnoses  per  visit  on  the  average. 

Second,  the  designation  of  a  visit  as  a  first  visit 
reflects  the  reporting  physician's  knowledge  of  whether  this 
patient  has  or  has  not  seen  another  physician  before  for 
the  same  condition.   He  might  not  be  aware  that  the  patient 
had  actually  been  seen  before  by  another  M.D.   There  is  no 
way  of  knowing  the  magnitude  of  this  effect,  but  it  would 
tend  to  produce  an  overestimate  of  incidence. 

Third,  apparently  first- visit  reporting  covers  only 
a  12-month  reporting  period.   That  is,  as  we  understand  it, 
a  first-visit  patient  could  have  been  seen  by  the  s^me 
physician  over  a  year  ago  for  the  same  condition.   If  this 
is  the  case,  it  could  give  an  exaggerated  impression  of  the 
number  of  newly  diagnosed  chronic  diseases. 

The  National  Center  for  Health  Statistics  has  also 
begun  to  operate  a  survey  of  office-based  physicians' 
practices,  the  National  Ambulatory  Medical  Care  Survey  (NAMCS) . 
Only  one  year  of  data  is  available  at  the  present  time,  so 
sample  sizes  are  inadequate  for  most  eye  diseases  and  no  first- 
visit  data  by  diagnosis  have  yet  been  produced. 

Both  these  surveys  of  physicians'  practices  suffer 
from  biases  resulting  from  non-response,  NDTI  probably  more 
than  NAMCS.   Both  make  adjustment  for  non-response  by 
methods  known  to  statisticians  as  "imputation,"  but  the  bias 
remains  and  it  is  of  unknown  magnitude  and  direction. 
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Comparison  with  independent  sources  suggests  that  the  overall 
bias  in  the  case  of  NDTI  is  in  an  upward  direction.   On  the 
other  hand,  the  NAMCS  bias  may  be  downward.   In  any  case, 
comparison  of  estimated  numbers  of  visits  annually  for  the 
same  disease  categories  shows  that  NDTI  estimates  exceed 
NAMCS  estimates  in  almost  every  category  that  can  be  com- 
pared.  (The  two  systems  use  different  diagnostic  coding 
systems . ) 

In  summary,  the  available  statistics  on  incidence 
that  can  make  any  claim  to  being  nationally  representative 
are  not  very  satisfactory  from  the  standpoint  of  NEI  needs. 
One  can  therefore  find  internal  inconsistencies  in  the 
estimates  the  study  staff  has  been  able  to  make.   Yet  we 
believe  that  the  estimates  the  study  has  produced  are  as 
accurate  as  can  be  produced  from  available  data  sources. 
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3.2        Presentation  and  Comments  on  Estimates  of  Incidence 

In  this  section  we  shall  present  material  which  we 
believe  should  always  accompany  the  tables  themselves.   We 
strongly  urge  the  National  Eye  Institute  not  to  detach  the 
tables  from  these  notes  since  there  are  limitations  to  their 
usefulness- of  which  all  users  should  be  aware. 

As  has  been  pointed  out  in  Section  3.1,  the  table  to 
be  presented  here  on  incidence  is  based  on  a  number  of  assump- 
tions, some  of  which  are  open  to  question.   These  will  be  dealt 
with  in  Section  3.3.   The  defense  of  these  assumptions  is  simply 
that  they  seemed  to  be  the  best  possible  considering  the  paucity 
of  available  statistics.   The  key  figures  to  which  the  esti- 
mates for  acute  conditions  and  injuries  were  tied  are  those  on 
national  estimates  of  total  incidence  of  acute  eye  conditions 
and  total  incidence  of  injury  to  the  eye  from  averages  of  four 
years  of  data  (1970-73)  from  the  Health  Interview  Survey  (NCHS) . 

It  should  be  kep:r  in  mind  that  the  cases  included 
in  the  HIS  counts  are  only  those  involving  restricted  activity 
of  a  day  or  more  or  medical  attendance,  and  they  were  cases 
originating  during  the  two  calendar  v.eeks  preceding  the  inter- 
viewer's visit.   (The  great  bulk  of  the  cases  have  been  medi- 
cally attended.)   There  is  no  seasonal  bias  because  the  inter- 
viewing is  spread  throughout  the  year  and  response  in  the  sample 
is  excellent  (95  percent  or  better) . 

The  chronic  disease  incidence  figures  are  averages  of 
five  years  (1970-74)  of  national  estimates  of  first  visits, 
exclusive  of  referrals,  to  all  physicians  from  the  National 
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Diseasi  and  Therapeutic  Index  (NDTI) .   The  assumption  is  made 
that  a  first  visit  to  a  physician  is  equivalent  to  a  new  case. 
The  ages  are,  therefore,  the  ages  of  the  patients  at  the  time 
of  the  visit,  not  the  ages  at  onset  of  the  disease. 

There  are  several  independent  sources  that  one  can 
look  at  to  get  some  indication  of  whether  these  incidence  esti- 
mates are"  anywhere  near  the  truth.   We  have  already  alluded  to 
the  fact  that  there  are  apparently  about  332,000  cataract  opera- 
tions performed  in  the  United  States  each  year.   This  suggests 
that  the  incidence  figure  of  912,000  shown  in  the  table,  based 
on  first  visits  to  physicians,  may  be  something  of  an  overestimate, 

A  second  comparison  is  with  data  from  the  Third 
National  Cancer  Survey,  supplied  to  us  through  the  kindness 
of  the  National  Cancer  Institute.   That  survey  reported  the 
incidence  of  primary  invasive  cancers  diagnosed  during  the 
three  years  1969-71.   The  age-adjusted  annual  incidence  rate 
for  cancers  of  the  eye  and  orbit  was  0.8  per  100,000  per  year. 
This  would  correspond  to  about  1,600  new  cases  per  year  in 
the  civilian  non-institutional  population  (averaged  for  1970-73) . 
This  is  not  consistent  with  the  figure  shown  in  the  incidence 
table  (7,000) .   The  figure  reported  in  the  incidence  table 
includes  both  benign  and  malignant  neoplasms,  whereas,  the 
figure  reported  above  covers  only  malignant  neoplasms. 

Finally,  the  only  other  source  of  national  information 
on  the  incidence  of  eye  injuries  that  could  be  found  was  the 
National  Electronic  Injury  Surveillance  System  (NEISS)  conducted 
by  the  U.S.  Consumer  Product  Safety  Commission.   This  survey  is 
limited  to  product-related  injuries  treated  in  hospital  emergency 
rooms.   The  estimate  from  that  survey  of  the  incidence  of  product- 
related  injuries  to  the  eye  for  the  two  calendar  years  1973  and 
1974  was  299,000.   This,  however,  is  not  a  figure  that  can  be  com- 
pared with  the  1,988,000  injuries  to  the  eye  reported  in  HIS 
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because  of  the  vastly  different  criteria  for  inclusion  of  a 
case.   The  figure  is  of  interest,  however,  on  its  own  merits, 
and  there  are  estimates  by  age  and  sex  available  in  the  study 
files . 

The  first-visit  data  for  eye  injuries  from  NDTI  were 
compared  with  HIS  injury  incidence  figures  age  group  by  age  group 
The  HIS  rates  were  about  twice  as  high  in  childhood  and  at  the 
older  ages  but  not  far  different  at  ages  between  15  and  65 
years.   (The  totals  for  all  ages  were  surprisingly  close  — 
1,788,000  first  visits  for  injuries  from  the  NDTI  Survey  and 
1,988,000  from  HIS.) 

Thus,  we  are  inclined  to  believe  that  the  injury  data 
are  more  reliable  than  the  disease  data. 

In  any  case,  these  figures  should  not  be  used  for 
drawing  epidemiological  conclusions  but  rather  for  rough  indica- 
tors of  the  relative  magnitudes  of  new  caseloads  being  created 
each  year  for  various  disease  groups  and  at  various  ages. 

No  attempt  was  made  to  measure  the  incidence  of 
refractive  errors. 

It  should  also  be  noted  that  the  so-called  "Special 
Group"  contains  cases  that  did  not  involve  the  eye  since  the 
code  classifications  for  sarcoidosis,  histoplasmosis  and  toxo- 
plasmosis do  not  separate  those  involving  the  eye  from  others. 
The  Special  Group  is  included  because  of  the  Eye  Institute's 
particular  interest  in  these  diseases. 
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Table  1. 


Estimates  of  Incidence  (in  Thousands  of  Cases  Per  Year) 
by  Age  and  Sex  -  U.S.  1972 l 


All 
Ages 

Age  (years) 

Diagnosis  Group  and  Sex 

0-4 

5-14 

15-24 

25-44 

45-64 

65+ 

ACUTE  CONDITIONS 

2 

Infective  &  parasitic 
diseases  of  eye 

Both  sexes 
Males 
Females 

4 

1 
2 

* 
* 
* 

* 
* 
• 

1 

* 

1 

1 
* 

1 

1 

* 
* 

1 
* 

1 

Allergic  disorders 
of  eye 

Both  sexes 
Males 
Females 

200 

78 

121 

17 

10 

8 

68 
29 
39 

40 
19 
21 

39 
10 
29 

27 

8 

19 

8 
2 
7 

Inflammations  of 
eye 

Both  sexes 
Males 
Females 

1,180 
580 
600 

247 
137 
110 

314 
144 
170 

203 

115 

88 

222 

100 
122 

136 
60 
76 

59 
24 
35 

Ophthalmia  neonatorum 
and  vision  symptoms6 

Both  sexes 
Males 
Females 

22 
12 
10 

4 

3 
1 

3 

1 
2 

2 

1 
1 

6 
3 
3 

4 
2 
2 

2 
1 
1 

All  other  acute 
diseases  of  eye 

Both  sexes 
Males 
Females 

598 
281 
317 

21 

13 

9 

94 

47 
47 

117 
58 
60 

135 
61 
74 

135 
61 
73 

95 
41 
54 

All  acute  conditions 

Both  sexes 
Males 
Females 

2,004 

954 

1,050 

289 
162 
127 

479 
221 
258 

363 
193 
170 

403 
175 
228 

303 

133 
170 

166 
69 
97 

INJURIES3 

Open  wound  of  eye 

Both  sexes 
Males 
Females 

198 

173 

25 

64 
53 
11 

64 

57 

7 

19 

16 

3 

29 

27 

2 

17 

15 

2 

5 

4 

• 

Abrasion  of  cornea 
and  eye 

Both  sexes 
Males 
Females 

446 
279 
167 

51 
30 
21 

85 
61 
24 

91 
53 
38 

123 
79 
44 

57 
44 
13 

39 
12 
27 

Foreign  body  in  eye 
and  adnexa 

Both  sexes 
Males 
Females 

1,014 
897 
116 

35 
25 
10 

104 
84 
20 

280 

248 

32 

377 

350 

27 

188 

172 

16 

30 
18 
12 

Other  injury  to  eye 
and  optic  nerve 

Both  sexes 
Males 
Females 

331 

237 

94 

41 
23 
18 

118 
91 
27 

68 
53 
15 

59 
42 
17 

34 

26 
8 

11 

1 
10 

All  injuries 

Both  sexes 
Males 
Females 

1,988 

1,584 

404 

190 

131 

59 

371 

293 

78 

458 

370 

88 

589 

499 

90 

295 

257 

38 

84 
35 
49 

CHRONIC  CONDITIONS'* 

Neoplasms  of  eye 

Both  sexes 
Males 
Females 

7 
4 
3 

* 
* 
* 

* 
* 
* 

2 
1 
1 

1 

1 

* 

3 
2 
2 

1 
1 
* 

Eye  complications 
of  diabetes 

Both  sexes 
Males 
Females 

46 
14 
32 

* 
* 
• 

* 
* 
* 

2 
2 

* 

4 

3 
2 

22 

6 

16 

18 

4 

15 
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Table   1.      Estimates   of   Incidence    (in  Thousands  of  Cases   Per  Year) 
by  Age   and  Sex  -   U.S.    1972 !     (continued) 


All 
Ages 

Age  ( 

years) 

Diagnosis  Group  and  Sex 

0-4 

5-14 

15-24 

25-44 

45-64 

65  + 

CHRONIC  CONDITION'S1*  (continued) 

Corneal  ulcer           Both  sexes 
and  opacity               Males 

Females 

104 
55 
49 

2 
1 
1 

4 
3 
1 

12 
6 
6 

32 
19 
12 

35 
15 
20 

19 

10 

9 

Strabismus              Both  sexes 

Males 
Females 

403 
189 
214 

91 
43 
49 

136 
76 
60 

61 
20 
41 

60 
28 
32 

33 
12 
21 

20 

9 

11 

Cataract               Both  sexes 

Males 
Females 

912 
333 
581 

1 

1 

* 

4 
3 
1 

10 
5 
6 

15 
9 
6 

190 

69 

121 

693 

246 
447 

Detachment  of  retina    Both  sexes 

Males 
Females 

25 

13 
11 

* 
* 
* 

1 

* 

1 

1 
1 
1 

2 

* 

2 

9 
4 
5 

9 
7 
2 

Glaucoma                Both  sexes 

Males 
Females 

178 

69 

109 

* 
* 
* 

1 
1 

* 

3 
2 
1 

10 
5 
5 

65 

•  25 

41 

97 
35 
62 

Congenital  eye          Both  sexes 
disorders                 Males 

Females 

49 

29 
20 

10 
5 
5 

10 
6 
4 

13 
7 
5 

6 
4 
2 

9 
6 
3 

2 

* 

1 

Major  chronic           Both  sexes 
conditions  (total)         Males 

Females 

1,725 

704 

1,020 

105 
49 
56 

157 

89 
67 

104 
44 
60 

130 
70 
60 

368 
139 
229 

861 

313 
548 

SPECIAL  GROUP5 

Sarcoidosis,            Both  sexes 
histoplasmosis  and         Males 
toxoplasmosis             Females 

13 
5 

7 

* 
* 
* 

2 

* 

2 

* 
* 
* 

7 
4 

3 

3 
1 
2 

* 
• 
* 

1 

The  basic  source  materials  are  statistics  from  the  National  Health  Interview  Survey,  used  to  define  the 
totals  by  age  and  sex  for  acute  conditions  and  injuries,  and  first-visit  statistics  from  the  National 
Disease  and  Therapeutic  Index,  used  for  diagnostic  distribution  of  acute  conditions  and  \njuries  and 
for  approximation  of  incidence  of  chronic  conditions. 

2Acute  conditions  include  all  conditions  with  abrupt  onset  and  fairly  short  duration,  plus  a  few  minor 
chronic  conditions  in  the  residual  group.   All  conditions  must  have  involved  medical  care  or  one  or 
more  days  of  restricted  activity.   Totals  agree  with  HIS  averages  for  1970-73. 

3All  injuries  must  have  involved  medical  care  or  one  or  more  days  of  restricted  activity.   Totals 
agree  with  HIS  averages  for  1970-73. 


''Chronic  condition  incidence  based  on  number  of  newly  diagnosed  cases, 
treatment  began. 


Age  stated  is  age  at  which 


5This  group  included  owing  to  expressed  interest  of  NEI .   Not  restricted  to  cases  involving  eye 
because  no  distinction  is  made  in  the  disease  classification. 

6Cases  labeled  ophthalmia  neonatorum  have  been  included  here  despite  the  fact  that  many  are  believed 
to  be  due  to  gonococcal  infection.   When  such  infection  is  not  specified,  classification  practice 
is  not  to  include  the  case  with  infectious  diseases. 

N.B.   Totals  may  not  agree  with  sums  of  subcategories  owing  to  rounding  of  estimates.   Asterisks 

indicate  estimates  of  less  than  500  cases.   All  estimates  of  loss  than  10,000  are  subject  to 
especially  high  chance  of  error  owing  both  to  small  sample  sizes  and  the  method  of  estimation 
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3.3       Methodological  Documentation  for 
Estimates  on  Incidence 


The  incidence  estimates  were  restricted  to  the  non- 
institutional  population.   Institutional  incidence  is  probably 
very  small  and,  in  any  case,  there  are  no  data  on  it. 

The  general  strategy  adopted  was  to  start  with  in- 
cidence estimates  from  the  Health  Interview  Survey  averaged 
over  four  years,  1970-1973.   These  had  been  supplied  to  us  by 
NCHS  and  showed  separate  data  by  age,  sex  and  race,  and  sep- 
arate figures  for  all  eye  diseases  and  all  eye  injuries*   Many 
of  the  cells  were  marked  with  an  asterisk,  meaning  "figure  does 
not  meet  NCHS  standards  of  reliability  or  precision."   The 
plan  was  to  break  down  each  age,  sex,  disease  vs.  injury  group 
into  subcategories  in  greater  diagnostic  detail  using  first- 
visits  from  the  tables  supplied  by  NDTI.   The  reasoning  was 
that  the  distribution  of  first-visits  by  diagnosis  ought  to 
approximate  the  distribution  of  incidence. 

A  decision  was  quickly  made  that  it  would  not  be 
possible  to  show  a  "white  vs.  all  other"  breakdown  because  of 
small  frequencies  in  the  HIS  data  and  the  lack  of  any  race 
classification  in  the  NDTI  data. 

Fortunately,  despite  the  small  numbers,  the  HIS  rates 
by  age  and  sex  appeared  to  be  fairly  stable.   However,  there 
were  very  marked  differences  between  the  HIS  estimates  and  the 
NDTI  first- visit  estimates.   (Both  are  in  the  form  of  U.S. 
estimates . ) 
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As  a  result  of  the  comparisons  between  the  two  sets 
of  data  another  decision  was  made  —  to  exclude  refractive 
errors . from  the  incidence  estimates.   In  the  first  place,  the 
first  visits  for  refractive  errors  were  accounting  for  a  large 
part  of  the  differences  and,  in  the  second  place,  the  concept 
of  incidence  is  difficult  to  apply  to  refractive  errors  which 
develop  in  imperceptible  steps,  like  obesity  or  hypertension. 

The  first  effort  to  estimate  incidence  consisted  simply 
of  computing  ratios  of  HIS  incidence  figures  by  age  and  sex  for 
all  diseases  to  corresponding  NDTI  first-visit  figures  for  all 
diseases  and  then  using  these  ratios  as  multipliers  to  bring 
the  detailed  NDTI  estimates  for  disease  groups  into  line  with 
the  HIS  totals.   A  similar  method  was  used  for  injuries. 

However,  some  reflection  about  the  end  results  of  this 
process  led  to  the  conclusion  that  the  results  were  not  the  best 
possible.   The  principal  problem  was  with  the  incidence  of 
chronic  diseases.   Here  reliance  on  the  HIS  totals  for  all 
diseases  was,  it  was  decided,  a  mistake.   The  inadequacies  of 
HIS  for  measuring  incidence  of  chronic  diseases  were  described 
in  Section  3.1  of  the  report.   It  was  believed  that  it  would 
be  better  to  assume  that  new  cases  of  chronic  diseases  are  not 
counted  at  all  in  the  HIS  survey  and  that  the  estimates  should 
be  keyed  to  HIS  totals  only  for  acute  illnesses  and  injuries. 
(The  injury  totals  were  arrived  at  separately  in  the  original 
computations  and,  hence,  did  not  require  change.) 

The  revised  procedure  would  then  be  to  separate  acute 
•from  chronic  diseases  in  the  first-visit  data  from  NDTI;  re- 
compute the  percentage  distributions  by  diagnostic  category 
within  age-sex  groupings  for  the  acute  conditions  alone;  and 
apply  these  new  distributions  to  the  HIS  incidence  totals 
for  all  diseases  within  the  same  age-sex  groupings. 
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This  left  the  problem  of  what  data  to  use  for  the 
incidence  of  the  chronic  diseases.   It  was  proposed  that  these 
be  taken  directly  from  first-visit  data  from  NDTI  without 
adjusting  to  any  HIS  totals.   The  question  of  whether  to  use 
first-visits  to  all  physicians  or  first  visits  to  ophthal- 
mologists only  would  be  decided  after  inspecting  the  data. 

Other  decisions  made  in  connection  with  the  incidence 
estimates  would  be  left  as  before,  namely: 


1)  The  incidence  estimates  would  be  for  the  non- 
institutional  population  only. 

2)  No  attempt  would  be  made  to  provide  a  race 
breakdown. 

3)  The  incidence  estimates  would  be  presented  as 
exclusive  of  refractive  errors. 


The  first  step,  then,  was  to  divide  the  diagnostic 
categories  we  have  used  for  incidence  into  acute  and  chronic. 
This  was  somewhat  arbitrary  and  was  done  subjectively,  keeping 
in  mind  the  likelihood  that  an  interview  survey  in  which  fam.^ 
ilies  are  asked  about  illnesses  starting  in  the  prior  fort- 
night would  pick  up  cases  of  the  particular  group  of  diseases. 
If  the  answer  seemed  to  be  "yes,"  then  the  group  was  classed 
as  acute;  otherwise',  it  was  chronic.   The  group  numbers 
shown  below  are  those  used  in  the  NDTI  printouts  at  our 
request: 

Acute  Illness  Groups 

#1   Infection  and  parasitic  diseases  of  eye 

#4   Eye  allergies 

#6    Eye  inflammations 

#17  Ophthalmia  neonatorum  and  vision  symptoms 

#13  All  other  diseases  of  the  eye  (includes  3830 
(pterygium) ,  3880  (diseases  of  eye  NOS,  de- 
generation of  macula,  amblyopia,  etc.),  3881-9 
(atrophy  of  optic  nerve,  hematoma  orbit  vitreous, 
chalazion,  retinal  vitreous  hemorrhage,  con- 
junctival hemorrhage,  cyst  of  eye) . 

,  ..  0GG035 
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The  last  group  was  really  questionable,  but  it  was 
only  practicable  to  count  it  as  all  acute  or  all  chronic. 
The  frequency  of  the  detailed  diagnoses  that  make  it  up  are 
as  follows  (in  terms  of  estimated  average  number  of  first 
visits  to  all  M.D.'s). 

3830  pterygium  66,000 

388001  diseases  of  eye  NOS  400,000 

388010  degeneration  of  macula  165,000 

388037  aphakia  95,000 

388039  thrombosis  of  retinal  vein   23,000 

388043  amblyopia  135,000 

3881  atrophy  of  optic  nerve  18,000 

3882  hematoma  orbit  vitreous  6,000 

3883  chalazion  285,000 

3884  dislocation  of  lens  27,000 

3885  prolapse  of  iris 

3886  retinal  vitreous  hemorrhage   49,000 

3887  conjunctival  hemorrhage  178,000 

3888  atrophy  of  globe  5,000 

3889  cyst,  any  part  of  eye  69,000 

Although  there  are  certainly  some  conditions  on  that 
list  that  are  chronic  and  have  a  gradual  onset,  it  is  judged 
that  the  bulk  of  them  have  an  acute  onset  and,  hence,  might 
be  reported  in  an  interview  survey  as  having  their  onset 
at  a  known  time. 

This  left  the  remaining  groups  to  be  considered  as 
chronic. 


#2    Special  group  -  sarcoidosis,  histoplasmosis 
and  toxoplasmosis.   (N.B.   These  should  be 
excluded  from  the  total  incidence  for  the  same 
reason  cited  in  the  footnote  to  the  hospital 
discharges  table.) 
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#3  Neoplasms 

#5  Eye  complications  of  diabetes 

#8  Corneal  ulcer  and  opacity 

#9  Strabismus 

#10  Cataract 

#11  Detachment  of  retina 

#12  Glaucoma 

#16  Congenital  eye  disorders 

N.B.   Group  #7  was  "refractive  errors,"  and  groups 
#14  and  15  "blind  in  one  eye"  and  "blind  in 
both  eyes."   These  were  omitted  entirely 
from  the  incidence  estimates.   Groups  #14 
and  #15  totaled  only  an  estimated  31,000 
first  visits  in  all. 

- 

Examining  the  first-visit  data  from  NDTI  for  these 
nine  groups,  we  found  the  following  estimates: 


#2    Special  group  - 

sarcoidosis,  histo- 
plasmosis and  toxo- 


First  visits  without  referrals 

(Average/yr.  in  thousands) 

All  Physicians    Ophthalmologists 


plasmosis 

13 

#3 

Neoplasms  of  the  eye 

7 

#5 

Eye  complications  of 
diabetes 

46 

#8 

Corneal  ulcer  and 

opacity 

104 

#9 

Strabismus 

403 

#10 

Cataract 

912 

#11 

Detachment  of  retina 

25 

#12 

Glaucoma 

178 

#16 

Congenital. eye 
disorders  — 

49 

Total,  exclusive  of  #2 


1724 


N.A. 
5 

42 

78 
373 
829 

22 
146 

37 


1532 


1/ 


The  estimates  for  retinitis  pigmentosa  alone  are  nine 
and  six  respectively.  That  is,  there  are  about  6,000 
new  cases  of  retinitis  pigmentosa  diagnosed  each  year 
by  ophthalmologists. 
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Since  about  89  percent  of  the  first  visits  for  these 
groups  were  made  to  ophthalmologists,  we  could  afford  to  use 
the  data  for  all  physicians  which  were  available  by  age  and 
sex.   (The  data  for  ophthalmologists  alone  were  not  shown  by 
age  and  sex  in  the  tables  we  requested  from  NDTI.) 

If  we  were  to  show  first-visit  data  by  age  and  sex 
for  these  chronic  disease  groupings  and  allow  them  to  repre- 
sent incidence,  we  would  have  to  adjust  the  data  for  unknown 
ages  and  unknown  sex  so  that  they  would  agree  with  the  totals 
above.   This  was  done. 

Since  the  first  column  in  the  table  above  represents 
the  new  incidence  figures  shown  in  Table  1  for  these  diseases 
for  all  ages  and  both  sexes  combined,  it  is  of  interest  to 
compare  two  of  them  with  the  earlier  estimates  and  with  inde- 
pendent data: 


Original 
Estimate 


New 
Estimate 


Independent 
Source 


Neoplasms  of 
they  eye 


Catarac 


3,000 
110,000 


7,000 
912,000 


1,600* 
332, 0002 


The  following  tables  show  the  various  stages  in 
the  estimation  of  incidence  using  the  method  finally  decided 
upon . 


l.  Estimates  from  the  Third  National  Cancer  Survey,  malignant 
oniy 

2  Estimated  number  of  cataract  operations  in  a  year  from  PAS-IMS 
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4 .  . DATA  ON  PREVALENCE 


4.1 


Evaluation  of  Existing  Data 


The  statistics  on  prevalence,  defined  as  the  average 
number  of  persons  having  a  particular  disease  or  impairment 
living  in  a  defined  population  at  any  one  time,  averaged  over 
a  specified  interval  of  time,  are  probably  considerably  more 
reliable  than  those  on  incidence  but  not  as  reliable  as  those 
on  volume  of  medical  care  services  utilized  by  the  national 
population. 

The  weaknesses  of  the  prevalence  statistics  have  one 
point  in  common  with  those  on  incidence  —  inadequate  sample 
sizes  in  the  nationally  based  surveys.   In  the  prevalence 
statistics,  however,  unlike  the  incidence  statistics,  the 
chronic  diseases  predominate.   The  numbers  in  the  population  at 
any  one  time  afflicted  with  infections  or  inflammatory  diseases 
or  the  immediate  after-effects  of  injury  tend  to  be  trivial, 
but  glaucoma,  cataract  and  the  eye  affections  resulting  from 
congenital,  metabolic,  and  degenerative  diseases,  and  the  late 
effects  of  trauma  are  by  no  means  trivial  in  prevalence. 

Principal  reliance  for  prevalence  statistics  must 
be  placed  on  population  surveys.   (Data  on  services  provided 
in  the  offices  of  physicians,  in  clinics,  or  in  hospital  beds 
can  only  be  used  to  estimate  prevalence  by  combining  the 
medical  care  data  with  follow-up  surveys  or,  in  the  case  of 
diseases  with  high  mortality,  by  simulated  follow-up  using 
actuarial  methods.   It  is  our  opinion  that  such  methods  are 
not  generally  suitable  for  measuring  the  prevalence  of  eye 
disorders . ) 
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The  population  surveys  may  be  of  the  interview  type 
or  the  examination-and-history  type.   The  NCHS  Health  Inter- 
view Survey  is  an  example  of  the  former  and  the  Health  and 
Nutrition  Examination  Survey  (HANES)  of  the  latter.   Each 
has  advantages  and  disadvantages.   Without  going  into  detail, 
these  can  be  summarized  as  follows: 

1.  The  HIS  is  based  on  a  much  larger  sample  and 
is  very  well  suited  to  securing  measures  of 
vision  functioning  that  can  be  described  in 
simple  terms  and  arranged  in  the  form  of  a 
scale.   But  it  completely  lacks  any  clinical 
testing  of  visual  acuity  and  field  of  vision, 
and  relies  entirely  on  the  lay  respondent's 
ability  to  pass  on  diagnostic  information 
given  to  the  family  by  a  physician.   Further- 
more, even  the  HIS  annual  sample  of  134,000 
persons  in  the  households  interviewed  is  too 
small  to  provide  reliable  estimates  of  some 
of  the  serious  but  low- frequency  diseases  of 
interest  to  NEI,  such  as  diabetic  retinopathy 
(which  would  be  found  about  once  in  every 

1400  persons  if  one  combines  all  ages,,  both 
sexes  and  all  degrees  of  disability) . 

2.  The  HANES  bases  its  findings  on  carefully 
selected  and  s' andardized  clinical  tests  and 
measurements  plus  a  competent  medical  history. 
At  least  for  one  sample  of  the  country  the 
examination  included  a  part  conducted  by  an 
ophthalmologist.   But  the  examination  is 
restricted  to  a  single  visit,  precluding  any 
follow-up  testing,  and  is  limited  by  the 
available  technology  for  diagnosing  eye 
diseases  during  a  2-3  hour  examination  that 
includes  many  other  parts  as  well.   The  survey 
has,  as  might  be  expected,  very  high  unit 
costs  and,  consequently,  the  sample  size  for 
any  one  sampling  of  the  U.S.  population  is  too 
small  to  estimate  prevalence  for  any  but  the 
commonest  chronic  eye  diseases.   Furthermore, 

-  it  has  a  definite  problem  with  non-response 
bias,  particularly  at  the  older  ages. 


Both  of  these  surveys  also  suffer  from  another  defect 
from  the  standpoint  of  measuring  the  national  prevalence  of  spe- 
cific diseases.   They  both  exclude  the  institutional  population, 
i.e.,  the  population  residing  in  long-term  care  establishments  of 
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all  types,  from  nursing  homes  and  homes  for  the  aged  to  large 
chronic  disease  hospitals  and  psychiatric  institutions.   This 
institutional  population  is  only  about  one  percent  of  the  total 
civilian  population,  but  it  is  a  reservoir  of  the  most  severely 
disabled  population  and  definitely  cannot  be  ignored  in  estimates 
of  prevalence,  particularly  in  the  prevalence  of  severely  dis- 
abling diseases. 

Because  of  the  paucity  of  information  about  the  prev- 
alence of  disease  in  the  institutional  population,  it  was  neces- 
sary to  make  a  number  of  questionable  assumptions  in  producing 
estimates  for  use  by  NEI .   These  assumptions  are  described  in 
Section  4.3  of  this  report.   The  uncertainty  about  the  situation 
in  the  institutional  population  prompts  a  warning  that  those 
estimates  not  be  used  separately.   The  statistics  for  the  insti- 
tutional and  the  non-institutional  population  were  worked  up 
separately  and  added  together  as  a  final  step.   It  would  be  best 
to  use  only  the  totals. 

When  it  comes  to  ascertaining  the  prevalence  of  specif- 
ic eye  diseases,  the  problem  of  the  sample  sizes  in  the  surveys 
and  the  methods  of  data  collection  again  pose  obstacles.   Chief 
reliance  has  been  placed  on  the  National  Health  Interview  Survey 
for  estimates  of  the  overall  prevalence  of  eye  conditions  suffi- 
ciently serious  to  cause  some  impairment  of  vision.   (Definitions 
of  disability  terminology  are  presented  in  Section  4.3.) 
However,  both  sampling  error  considerations  and  knowledge  of  the 
limitations  of  reliability  in  data  collected  in  household 
interviews  make  it  necessary  to  look  elsewhere  for  data  to 
permit  the  distribution  of  this  overall  prevalence  according 
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to  categories  of  eye  disease.   The  sources  considered  most 
appropriate  for  evidence  on  this  distribution  depend  on  the 
level  of  disability,  or  impairment  of  vision,  one  wishes  to 
consider.   This  leads  us  to  a  discussion  of  two  especially 
important  factors  in  the  evaluation  of  available  statistics 
on  the  prevalence  of  visual  disorders  and  disabilities: 
measures  of  levels  of  disability,  and  classification  by  type 
of  visual  disorder.   Each  of  these  deserves  separate  critical 
examination. 


4.1.1 


Measures  of  Levels  of  Disability 


The  impairment  of  visual  function  resulting  from 
eye  disease  or  trauma  ranges  from  the  need  to  wear  glasses 
to  improve  ability  to  perform  close  work,  or  see  at  a  distance, 
or  to  correct  a  minor  astigmatism,  all  the  way  to  total  blind- 
ness, meaning  no  light  perception  at  all.   A  great  deal  of 
controversy  has  taken  place  over  the  years  about  how  cut-off 
points  on  this  scale  should  be  defined,  particularly  about  the 
cut-off  point  that  defines  something  called  "blindness."  The 
reasons  for  the  intensity  of  this  discussion  are  fairly  obvious 
Loss  of  sight  has  been  the  subject  of  great  public  sympathy 
and  concern  ever  since  society  began  to  worry  at  all  about 
its  disabled  members.   Legislation  to  provide  special  bene- 
fits to  the  blind,  public  programs  to  assist  blind  persons 
to  learn  to  get  around  and  to  earn  a  decent  living,  and 
private  voluntary  groups  collecting  money  and  conducting 
research  on  the  causes  of  blindness  and  new  technology  to 
assist  the  blind  have  grown  up  in  all  the  industrialized 
nations.   This  has  led  to  efforts  to  better  define  the  groups 
eligible  for  benefits  or  needing  assistance.   But  this  task  has 
proved  far  more  complex  than  it  might  at  first  seem. 
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This  is  not  the  place  nor  does  this  study  staff 
have  the  competence  to  review  or  criticize  the  results  of 
this  debate.   However,  it  does  seem  clear  to  these  "outsiders" 
that  the  present  situation  is  not  satisfactory  and  that  some- 
thing better  is  needed  in  the  way  of  objective  criteria  to 
define  levels  of  visual  impairment.   This  matter  will  be  dis- 
cussed further  in  Section  8  under  the  heading  of  recommendations 
for  future  study. 

Suffice  it  to  say  here  that  the  available  statistics 
on  the  prevalence  of  "blindness"  almost  always  define  it  in 
terms  of  "legal  blindness"  —  visual  acuity  of  20/200  or 
less  in  the  better  eye  with  best  correction  using  ordinary 
lenses  or  a  visual  field  limited  to  20  degrees  or  less  at 
its  widest  dimension. 

There  are  also  fairly  well  accepted  criteria,  used 
in  the  blindness  registers  participating  in  the  Model  Report- 
ing Area  (MRA)  in  the  United  States,  for  more  severe  degrees 
of  visual  impairment.   These  are  expressed  in  terms  of 
Snellen  chart  readings  and  ability  to  perceive  or  to  "project" 
light.    "Light  projection"  is  the  next  category  beyond  5/200. 

It  denotes  inability'  to  read  any  letter  on  the  Snellen  chart 
but  ability  to  tell  which  direction  light  is  coming  from. 
"Light  perception"  means  ability  to  perceive  some  light  but 
net  to  tell  from  which  direction  it  is  coming.) 


The  unsatisfactory  character  of  that  definition  in  terms 
of  public  conceptions  of  blindness  can  be  illustrated  by 
the  remark  of  this  study's  ophthalmological  consultant,  a 
practicing  opthalmologist ,  that  some  of  his  patients 
who  meet  the  definition  of  legal  blindness  drive  them- 
selves to  and  from  their  appointments  through  city  traffic 
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The  statistical  point  in  these  criteria  of  degree 
of  visual  impairment  is  that  accurate  classification  of  people 
into  these  categories  requires  a  careful  examination  by  a 
competent  examiner  under  standardized  conditions  —  an 
expensive  procedure.   Furthermore,  estimates  of  prevalence 
at  this  end  of  the  scale  of  impairment  require  very  large 

2 

samples,  elaborate  two-phase  or  "double"  sampling  techniques 
or  some  kind  of  register  operation  such  as  the  State-operated 
blindness  registers,  or  registers  in  combination  with  surveys 
of  the  unregistered  population.   We  shall  not  go  into  these 
methods  here  except  to  say  that  they  have  not  been  used  in 
the  United  States .   There  are  no  statistics  on  the  prevalence 
of  the  most  severe  degrees  of  visual  impairment,  based  on 
acceptable  examining  techniques,  for  representative  samples 
of  the  U.S.  population. 

The  closest  thing  to  such  statistics  are  the  data 
deriving  from  the  HANES  program,  mentioned  earlier,  but  the 
sampling  errors,  even  for  an  estimate  with  no  breakdowns  by 
age  or  sex,  will  probably  be  quite  high.   (We  have  to  speak 
in  the  future  tense  because  the  vision  examination  data  from 
the  first  HANES  survey  are  not  yet  available.)   Furthermore, 
the  HANES  examination,  did  not  include  a  measurement  of  visual 
field  so  the  effect  of  such  inclusion  on,  for  example,  the 
prevalence  of  blindness  as  legally  defined  will  have  to  be 
estimated.   As  mentioned  earlier,  the  results  will  apply  only 
to  the  non-institutional  population. 


There  is  quite  a  literature  on  economical  methods  of 
sampling  for  rare  characteristics  in  the  population. 
Two-phase  sampling  is  only  one  of  these  methods.   It 
consists  of  screening  a  large  sample  by  some  inexpensive 
method  and  then  applying  the  more  expensive  method  to 
finally  identify  those  having  the  characteristic. 
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Nevertheless,  within  a  few  months  there  should  be 
data  from  HANES  that  will  permit  a  gross  comparison  of  the 
prevalence  of  blindness,  as  legally  defined,  measured  by  a 
survey  and  as  estimated  from  the  blindness  register  data. 

In  Section  2.2.2  we  have  commented  on  the  present 
status  of  the  blindness  registers  and  the  Model  Reporting 
Area.   In  the  absence  of  survey  data,  the  statistics  from 
registers  are  the  best  available  on  the  prevalence  of  severe 
degrees  of  visual  impairment.   Because  of  lack  of  support  and 
efforts  to  coordinate  their  activities  and  to  make  possible 
more  complete  registration,  it  is  our  opinion  that  it  will 
become  increasingly  risky  to  use  register  data  to  make 
national  estimates. 

The  work  now  being  done  to  produce  national  statistics 
on  blindness  is  chiefly  carried  out  by  the  National  Society 
for  the  Prevention  of  Blindness.   As  part  of  its  research 
activities  the  society  has  used  blindness  register  data  from 
those  registers  considered  to  be  most  complete  to  make 
State-by-State  estimates  of  prevalence  and  incidence  of 
blindness,  using  regression  techniques.   The  society  has 
also  conducted  studies  of  its  own  to  produce  statistics  on 
special  aspects  of  the  problem,  such  as  childhood  blindness.  1 
The  estimates  of  blindness  prevalence  contained  in  this  report 
have  been  adjusted  to  agree  with  the  overall  total  for  the 
United  States  and  the  rates  by  age  and  sex  produced  by  the 
National  Society  since  we  believe  they  are  the  most  carefully 
derived  figures  now  available. 

When  we  turn  our  attention  to  measures  of  the  prevalence 
of  visual  disorder  causing  lesser  degrees  of  impairment  of 
vision,  the  Health  Examination  Survey  (HES)  conducted  by  NCHS 


1   See  Hatfield,  1972,  for  example. 
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(which  is  the  predecessor  of  the  HANES  program)  has  produced 
a  wealth  of  data.   At  various  times  HES  has  examined  samples 
of  the  non-institutional  population  18-79  years  of  age,  6-11 
years  of  age,  and  12-17  years  of  age.   Each  of  these  surveys 
included  tests  of  vision,  but  there  was  not  an  examination  by 
an  ophthalmologist.   In  the  case  of  the  young  children,  for 
example,  the  examination  was  done  by  a  pediatrician  and  there 
were  tests  of  phoria,  visual  acuity,  and  color  blindness. 
The  pediatrician  looked  for  evidence  of  styes,  conjunctivitis, 
blepharitis,  nystagmus,  ptosis,  and  strabismus.   It  would 
require  an  entire  report  in  itself  to  describe  in  any  detail 
the  methods  employed  in  gathering  these  statistics,  but  they 
are  thoroughly  covered  in  Series  11  of  the  Vital  and  Health 
Statistics  series  as  well  as  in  program  descriptions  in 
Series  1  and  validation  studies  in  Series  2. 

In  general,  the  principal  limitations  are  those 
already  mentioned  in  connection  with  HANES,  namely,  inadequate 
sample  sizes  owing  to  the  high  unit  costs,  the  limits  imposed 
by  a  single-visit  examination  conducted  in  trailer-type  mobile 
clinics,  and  bias  due  to  non-response  at  the  older  ages  and 
principally  in  the  more  highly  urbanized  population.   Never- 
theless, few  would  disagree  that  these  are  the  best  data  of 
this  type  for  national  populations  available  in  the  world 
today . 

The  prevalence  figures  from  HES  for  disease  cate- 
gories tend  to  be  much  higher  than  those  presented  in  the  esti- 
mates for  this  study.   This  is  because  in  the  former  there  is 
no  lower  limit  set  in  terms  of  vision  impairment.   For  example, 
to  quote  from  "Eye  Examination  Findings  Among  Children:   United 
States,"  Series  11,  No.  115,  Vital  and  Health  Statistics: 
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"Nearly  one-tenth  (91.8  per  1,000  children),  or 
2.2  million  of  the  24  million  children  aged  6-11 
years  in  the  non-institutionalized  population  of 
the  United  States,  were  found  to  have  an-  eye  muscle 
imbalance,  a  disease  condition,  or  other  abnormality 
in  one  or  both  eyes.   .  .  .  Strabismus  was  the  con- 
dition found  most  frequently.   Nearly  one  child  in 
14  (67.2  per  1,000  children),  or  an  estimated  1.6 
million,  had  sufficient  eye  muscle  imbalance  to 
be  rated  as  having  strabismus." 


By  contrast,  the  figure  shown  in  the  estimates  pre- 
pared for  this  report  for  disability  category  A,  "total  prevalence 
of  impaired  vision,"  is  5/827,000  for  all  persons  under  65 
years  of  age  and  of  these  2,444,000  were  classified  as  "other." 
This  is  the  group  containing  strabismus. 

A  problem  with  the  HES  data  for  a  study  such  as  this 
one  is  that  the  three  age  groups  were  all  surveyed  at  different 
times ,  and  there  were  different  emphases  in  the  three  examina- 
tion protocols.   It  is,  therefore,  not  possible  to  put  together 
from  the  available  data  prevalence  figures  for  a  list  of  eye 
diseases  such  as  has  been  used  for  this  report.   Nevertheless, 
there  is  a  great  deal  of  information  available  on  the  prevalence 
of  eye  diseases  and  visual  acuity  levels  in  the  Series  11 
reports  published  by  NCHS.   This  has  not  been  used  in  the 
estimates  for  this  report,  but  the  pertinent  reports  have  been 
listed  in  Appendix  E,  the  bibliography. 

The  Health  Interview  Survey,  on  the  other  hand,  con- 
centrated on  measuring  prevalence  at  specified  levels  of  disa- 
bility.  It  de-emphasizes  diagnostic  or  etiologic  detail  and, 
of  course,  includes  no  clinical  testing.   Over  the  years  the 
staff  of  HIS  has  done  a  good  deal  of  experimenting  with  the 
development  of  scales  for  classifying  persons  with  impairment 


4.9     G^50 


of  vision.   The  purpose  of  the  scales  is  to  group  people  having 
some  trouble  with  visual  functioning  into  categories  of  in- 
creasing disability  using  the  respondent's  answers  to  a  series 
of  simple  questions.   The  most  commonly  used  category  is 
labeled  "severe  visual  impairment"  and  is  defined  as: 

A  negative  response  with  regard  to  both  eyes  to  the 
question:   "Can  —  see  well  enough  to  read  ordinary 
newspaper  print  (with  glasses)  with  his  (her) 
(left,  right)  eye?,"  or  a  report  that  the  person 
had  no  useful  vision  in  either  eye,  or  a  statement 
that  he  was  "blind"  in  both  eyes.   For  children 
under  6  years  of  age  the  question  on  reading  is 
not  asked  but  the  child  is  classified  as  severely 
impaired  if  described  as  blind  in  both  eyes  or  with 
no  useful  vision  in  either  eye. 

a 
In  1971  there  were  an  estimated  1,306,000  persons  in 

the  non-institutional  population  who  met  that  definition. 
Regarding  the  1,300,000  who  were  six  years  of  age  or  older,  the 
following  further  information  was  reported: 

•  Able  to  recognize  the  features  of  a  friend 

if  close  enough  79  percent 

•  Able  to  see  moving  objects,  such  as  cars 

moving  or  people  walking  87  percent 

•  Able  to  see  well  enough  to  step  down  -   71  percent 

•  Able  to  recognize  a  friend  walking  on  the 

other  side  of  the  street 33  percent 

It  is  our  opinion  that  the  usefulness  of  scales  con- 
structed from  questions  such  as  these  and  their  relationship 
to  the  data  from  clinical  testing  have  not  yet  been  demonstrated. 
However,  the  need  for  statistics  that  reliably  classify  people 


i 

These  data  are  from  Vital  and  Health  Statistics  Series  10,  No.  99, 
Table  B  and  Table  2. 
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into  groups  according  to  their  ability  to  perform  everyday 
tasks  is  unquestionable.   Hence,  research  should  continue. 
We  shall  come  back  to  this  in  Section  8. 


4.1.2     Classification  of  Prevalence  Data  by  Types  of  Visual 
Disorder 


The  dissatisfaction  expressed  by  the  National  Eye 
Institute  in  asking  for  proposals  for  a  critique  of  available 
data  on  visual  disorders  is  easily  understandable.   A  good 
part  of  the  problem,  we  believe,  results  from  lack  of  uni- 
formity in  the  classifications  used.   We  have  referred  in 
the  previous  section  to  the  lack  of  an  agreed-upon  and  feasible 
set  of  disability  criteria  for  use  when  clinical  testing  is 
not  possible.   There  is  also  need  for  greater  conformity  in 
the  classification  of  visual  disorders.   The  study  staff 
dealt  with  four  different  classifications  and  found  considerable 
difficulty  in  putting  data  from  different  sources  together. 

The  National  Center  for  Health  Statistics  uses  the 
8th  revision  of  the  International  Classification  of  Diseases 
Adapted  (for  Use  in  the  United  States)  or  ICDA-8th  revision.   This 
code  was  used  for  classifying  conditions  treated  in  hospitals 
(in  the  Hospital  Discharge  Survey)  and  in  doctors'  offices  (in 
the  National  Ambulatory  Medical  Care  Survey) .   Hospital  data 
from  the  nation's  largest  abstracting  system,  the  Professional 
Activity  Study,  are  coded  using  a  variant  of  ICDA-8th  revision, 
known  as  H-ICDA.   Fortunately,  these  two  do  not  differ 
greatly.   On  the  other  hand,  the  National  Disease  and  Thera- 
peutic Index  (NDTI)  codes  the  conditions  treated  in  doctors' 
offices  using  the  7th  revision  of  the  International  List  which 
contains  a  number  of  differences  from  the  8th  revision  in  the 
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section  dealing  with  eye  diseases.   Finally,  the  eye  problems 
responsible  for  the  blindness  of  people  on  the  State  blindness 
registers  in  the  Model  Reporting  Area  were  classified  by  the 
Standard  Classification  of  Causes  of  Severe  Vision  Impairment 
and  blindness,  1966  Revision.   This  latter  code  was  developed  by 
the  National  Society  for  the  Prevention  of  Blindness.   It  has 
two  sections,  one  dealing  with  the  site  and  type  of  "affection," 
meaning  the  problem  with  the  eye,  and  the  other  with  the 
etiology  of  the  eye  problem. 

Most  of  the  prevalence  tables  from  the  MRA  are  based 
principally  on  type  of  affection,  but  the  prevalence  data  from 
the  HIS  tend  to  emphasize  the  etiology.   For  example,  the  MRA 
tables  show  nothing  about  the  prevalence  of  blindness  resulting 
from  injury  to  the  eye,  while  the  HIS  data  provide  a  separate 
category  for  such  cases. 

For  the  purposes  for  which  it  is  intended  the  NSPB 
classification  seems  most  useful  and  flexible,  but  it  is 
unsuitable  for  data  on  the  incidence  of  eye  diseases. 
For  incidence  statistics  and  statistics  on  medical  care  in 
hospitals  or  doctors'  offices  the  ICDA  or  H-ICDA  are  superior. 
The  code  used  by  NDTI  is  out  of  date  and  cannot  easily  be 
made  to  correspond  with  data  from  other  sources.   Fortunately, 
several  additional  digits  of  detail  have  been  added  to  the 
original  4-digit  code,  so  it  is  by  far  the  most  detailed 
classification  available. 

Another  difference  of  some  importance  in  the  way  data 
from  these  major  systems  are  classified  by  type  of  disorder 
lies  in  the  opportunities  for  quality  control  in  the  coding 
process.   In  the  NCHS  and  NDTI  surveys,  coding  is  done  centrally 
by  trained  nosologists.   In  the  PAS  system  the  abstracts  are 
coded  in  the  hospitals,  but  a  sample  quality  control  operation 
is  performed  centrally.   The  blindness  register  data  are  now 
coded  separately  by  each  state,  but,  until  the  federal  support 
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of  the  MRA  terminated,  the  records  were,  in  the  early  years  of 
MRA,  occasionally  reviewed  by  the  National  Society  for  the  Pre- 
vention of  Blindness  and  in  later  years  coded  at  the  National 
Eye  Institute,  thus  adding  to  the  standards  of  quality  control. 

It  proved  impossible  to  use  the  same  disease  classifi- 
cation for  all  tables  prepared  for  this  report.   The  basis  of  the 
classification  will  be  described  in  the  notes  on  the  tables. 

It  is  not  feasible  to  use  identical  classifications  for 
prevalence  and  incidence  because  of  the  vast  differences  in 
relative  frequencies,  but  the  classifications  should  at  least  be 

coir.oatible.   They  now  are  not. 
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4.2       Presentation  and  Comments  on  Estimates  of  Prevalence 

The  general  characteristics  of  the  prevalence  statistics 
to  be  presented  here  have  been  discussed  in  Section  4.1.   Again,  a 
number  of  assumptions  had  to  be  made  which  will  be  detailed  in 
Section  4.3.   As  noted  previously,  these  notes  should  not  be 
detached  from  the  tables  since  all  users  should  be  made  aware  of 
the  limitations  of  the  data. 

The  weakest  part  of  the  estimates  has  to  do  with 
prevalence  in  the  institutional  population.   The  numbers  of  cases 
in  institutions  are  too  large  to  be  ignored  (in  contrast  with 
incidence  for  which  institutional  cases  can  and  have  been  ignored) . 
Yet  the  data  on  the  institutional  prevalence  are  very  incomplete. 
Data  were  available  from  a  survey  of  nursing  homes ,  and  these  were 
used  to  estimate  prevalence  in  that  part  of  the  total  institutional 
population  that  were  in  nursing  homes  and  other  institutions  be- 
lieved to  be  similar  to  the  nursing  homes  in  the  characteristics 
of  their  patients.   The  remainder  of  the  institutional  population 
was  assumed  to  have  the  same  prevalence  rates  as  the  non-institu- 
tional population. 

The  estimates  for  the  non-institutional  population  have 
been  tied  to  the  figures  from  the  Health  Interview  Survey  in  the 
case  of  Tables  2  and  3.   These  statistics  are  probably  consider- 
ably more  reliable  than  those  on  incidence,  but  the  assumptions  made 
in  subdividing  the  total  into  "eye  affection"  categories  should  be 
understood  by  anyone  using  these  tables. 

The  "eye  affection"  classification  is  based  on  one  used 
for  MRA  statistics  but  with  the  addition  of  a  category  for  minor 
impairment  due  to  errors  of  refraction.   The  addition  of  this 
category  was  necessitated  by  the  desire  to  use  the  same  "affection" 
classification  for  all  three  levels  of  disability.   In  this  category 
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are  persons  whose  vision  is  impaired  by  one  or  another  type  of 
refractive  error  but  not  impaired  to  the  extent  that  it  meets 
the  definition  of  "severe  visual  impairment"  in  Table  3.   This 
classification  emphasizes  the  nature  of  the  current  problem  with 
the  eye  and  de-emphasizes  the  etiology  of  the  disorder. 

The  estimates  in  Table  4  are  probably  underestimates 
of  the  amount  of  blindness  in  the  country  meeting  the  legal 
blindness  definition.   This  is  because  even  the  best  of  the 
State  registers  of  blindness  (on  which  the  National  Society 
for  the  Prevention  of  Blindness  basically  relies)  probably  miss 
certain  cases  in  the  population.   For  example,  we  are  told 
that  the  registers  are  intended  to  include  cases  residing  in 
institutions  but  could  very  well  miss  some.   Furthermore,  cases 
not  requiring  or  not  requesting  any  assistance  from  the  public 
and  private  programs  of  assistance  would  be  less  likely  to  be 
registered. 

It  should  again  be  emphasized  that  the  statistics  in 
Tables  2,  3,  and  4  should  not  be  used  to  draw  epidemiologic  con- 
clusions.  They  can  be  used  as  measures  of  the  gross  magnitude 
of  the  disease  problems  in  the  population,  the  extent  of  disa- 
bility, and  the  rough  divisions  into  categories  of  eye  disorders. 
The  available  data  did  not  permit  the  making  of  estimates  for 
detailed  ages  under  65  years  or  for  showing  the  prevalence  in 
the  non-white  population  by  age  and  sex.   This  is  principally 
because  of  small  sample  sizes  in  the  HIS  sample. 

Note  that  the  estimates  in  Table  2  include  all  the 
cases  in  Table  3,  and  those  in  Table  3  for  all  practical  purposes 
include  all  those  in  Table  4,  i.e.  each  category  of  disability 
conceptually  includes  the  one  following  it  as  a  subcategory. 
Definitions  of  the  disability  categories  will  be  found  in 
the  methodological  documentation  following  the  tables. 
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Table  2. 


Estimates  of  Prevalence  for  Disability  Category  A  (Impaired 
Vision)  by.  Age  and  Sex,  and  for  the  White  and  All  Other 
Populations  -  U.S.  1972  * 


■* 

Estimate 

3  1  of 

Persons  with  Impaired  Vision  (in 

Thousands)  - 

u.s.  19  721 

Type  of  Bye 

Total 

Males 

Females 

0-6  4  Years 

65 

+  Years 

"J  White 

Ail 

Affection 

Total 

Males 

Females 

Total 

Males 

]  Females 

Other 

All 

Affections 

,10,659 
1,070 

5,315 
453 

5,344 
617 

5,827 
261 

3,582 
158 

2,245 
104 

4,832 
808 

1,733 
295 

3,099 
513 

9,476 
902 

1 ,  183 

Glaucoma 

168 

Cataract- 
prenatal 

41 

21 

19 

34 

18 

16 

7 

3 

4 

29 

11 

Cataract- 
other 

1,670 

681 

989 

356 

220 

136 

1,314 

460 

853 

1,555 

115 

Retinal 
Disorder- 
prenatal 

76 

37 

39 

48 

26 

22 

29 

12 

17 

67 

10 

Retinal 
Disorder- 
diabetic 

138 

48 

90 

53 

28 

25 

85 

21 

64 

123 

15 

Retinal 
Disorder- 
other 

601 

255 

344 

197 

116 

81 

404 

139 

264 

568 

31 

Retrolental 
Fibroplasia 

19 

8 

11 

19 

8 

11 

* 

* 

* 

17 

2 

Myopia 

715 

375 

340 

566 

321 

245 

148 

53 

95 

642 

73 

Cornea  or 
Sclera 

294 

179 

115 

195 

133 

62 

99 

46 

53 

247 

47 

Uveitis 

285 

148 

137 

185 

111 

73 

100 

36 

64 

243 

43 

Optic  nerve 
Disease 

121 

62 

59 

56 

30 

26 

65 

32 

32 

89 

32 

Multiple 
Affections 

90 

24 

66 

9 

3 

6 

81 

21 

60 

80 

11 

Refractive 
Errors  with 
lesser 
Disability2 

1,662 

880 

782 

1,347 

767 

581 

314 

113 

201 

1,563 

99 

Other 

3,656 

2,057 

1,599 

2,444 

L,614 

831 

1,212 

444 

767 

3,152 

504 

Unknown 

221 

• 

86 

135 

55 

30 

.  25 

166 

56 

110 

198 

23 

N.B.   The  columns  do  not  always  add  owing  to  rounding.   Estimates  are  for  the  total  civilian 
population.   Asterisk  indicates  estimate  could  not  be  practically  made  owing  to  the  low 
frequency  in  the  cell.   All  estimates  less  than  25,000  are  subject  to  large  relative 
errors  of  sampling.   The  "All  Other"  estimates  weie  made  separately,  and  the  estimate 
for  "White"  population  obtained  by  subtraction 

Based  upon  prevalence  figures  by  age  and  sex  from  the  Health  Interviev?  Survey  and  the 
1973-74  Nursing  Home  Survey  subdivided  into  more  detailed  eye  affection  categories  using 
all-visit  statistics  from  the  National  Disease  and  Therapeutic  Index  (for  the  lesser 
impairments)  and  Model  Reporting  Area  data  (for  the  more  seriously  impaired)  . 


For  definition  of  this  affection  group,  see  Section  4.3 
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Table  3,   Estimates  of  Prevalence  for  Disability  Category  B  (Severe 
Visual  Impairment)  by  Age  and  Sex,  and  for  the  White  and 
All  Other  Populations  -  U.S.  1972 1 


tisnimated  Numoer  oT  Persons  with  Severe  Visual  Impairment 

(in  Thousands)  -  U.S.  19721 


Type  of  Eye 
Affection 


0-64  Years  65+  Years 

'otal   Males   Females   Total   Males  ■'  Females   Total   Males   Females 


White 


All 

Other 


All 
Affections 

Glaucoma 

Cataract- 

pr?ri«  tal 

Cataract- 
other 

Retinal 
Disorder- 
prenatal 

Retinal 
Disorder- 
diabetic 

Retinal 
Disorder- 
other 

Petrolental 

Fibroplasia 

Myopia 

Cornea  or 
Sclera 

Uveitis 

Optic  nerve 
Disease 

Multiple 
fc.f  fections 

Refract ive 

Error  s  w i th 

leaser 

Disability 

Other 

Unknown 


1,483    557 

i 

207     79 


34  I   16 


183  I   56 


72 


34 


70     18 

i 

i 

i 

250     82 

i 
i 

19      8 

i 

36     15 

67     25 

I 

67  !   27 

i 

107     55 
90     24 


0  0 
103  51 
179   .  66 


926 

128 

17 
127 

38 

52 

167 

11 
21 

42 
40 

52 

66 


0 
52 

113 


423 
28 

27 

21 

44 

21 

33 

19 
16 

21 
26 

49 

9 


203 
13 

13 

9 

23 


16 

8 
8 

9 

11 

26 
3 


0  0 
68  36 
41      20 


220 
15 

14 

12 

21 

13 

17 

11 
8 

12 
14 

23 


0 
33 
21 


1,060    354 
179     66 


162 


29 


49 


217 


0 
35 

138 


46 


12 


10 


66 


20 

46  .   16 

41  !   15 

I 

I 
58     29 

81    21 


0 
16 
46 


706 
113 


115 
17 
39 

150. 

* 
13 

30 
26 

28 

60 


0 
19 
92 


1,227 
153 

23 

160 

63 

60 

231 

17 
29 

50 
51 

77 

80 


74 
159 


256 
54 

10 

22 


10 

18 

2 
7 

17 
16 

30 

11 


0 
29 

20 


N.B. 


The  columns  do  not  always  add  owing  to  rounding.   Estimates  are  for  the  total  civilian 
population.   Asterisk  indicates  estimates  could  not  be  practically  made  owing  to  the 
low  frequency  in  the  cell.   All  estimates  less  than  25,000  are  subject  to  large 
relative  errors  of  sampling.   The  "All  Other"  estimates  were  made  separately,  and  the 
estimate  for  "White"  population  obtained  by  subtraction.   Note  that  the  cases  in 
Disability  Category  B  are  included  in  Category  A,  a  broader  group. 

1 Based  upon  prevalence  figures  by  age  and  sex  from  the  Health  Interview  Survey  and  the 
1973-74  Nursing  Home  Survey  subdivided  into  more  detailed  eye  affection  categories  using 
statistics  frcm  the  Model  Reporting  Area. 
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Table  4 . 


Estimates  of  Prevalence  for  Disability  Category  C  (Legal 
Blindness)  by  Age  and  Sex,  and  for  the  White  and  All  Other 
Populations • -  U.S.  1972 l 


Estimated  Number  of  Legally  Blind  Persons  (in 

fhousands)  -  U.S.  1972 

Type  of  Eye 
Affection 

I      0-64  Years 
Total  ,  Males   Females  RfotaT   Males   Flmalel" 

"TotaT" 

_6  5+_Yej 
"Hales 

ir  s 
"Females 

"1  White 

All 
Other 

All 

Affections 

468 

224 

244 

229 

126 

103 

239 

98 

141 

361 

107 

Glaucoma 

56 

26 

30 

15 

8 

7 

41 

18 

23 

33 

23 

Cataract- 
prenatal 

16 

9 

7 

14 

8 

6 

2 

1 

1 

12 

4 

Cataract- 
other 

48 

19 

29 

12 

6 

6 

36 

13 

23 

• 

39 

9 

Retinal 
Disorder  - 
prenatal 

30 

17 

13 

24 

14 

10 

6 

3 

3 

*  26 

.  4 

Retinal 
Disorder  - 
diabetic 

22 

8 

14 

11 

5 

6 

11 

3 

8 

18 

4 

Retinal 
Disorder  - 
other 

66 

28 

38 

18 

10 

8 

48 

18 

30 

58 

8 

Retrolental 
Fibroplasia 

10 

5 

5 

10 

5 

5 

* 

* 

* 

9 

1 

Myopia 

14 

7 

7 

9 

5 

4 

5 

2 

3 

11 

3 

Cornea  or 
Sclera 

22 

1 

10 

12 

12 

6 

6 

10 

4 

6 

15 

7 

Uveitis 

23 

11 

12 

14 

7 

7 

9 

4 

5 

16 

7 

Optic  nerve 
Disease 

41 

24 

17 

27 

16 

11 

14 

8 

6 

29 

12 

Multiple 
Affections 

23 

8 

15 

5 

2 

3 

18 

6 

12 

19 

4 

Refractive 
Errors  with 

lesser 

Disability 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Other 

45 

26 

19 

37 

22 

15 

8 

4 

4 

33 

12 

Unknown 

53 

25 

28 

22 

12 

10 

31 

13 

18 

45 

8 

xBased  upon  prevalence  figures  published  by  the  National  Association  for  the  Prevention  of 
Blindness  (see  Hatfield:  Sight-Saving  Review,  Vol.  43,  No.  2)  subdivided  by  age  and  sex  and 
type  of  eye  affection  categories  using  statistics  from  the  Model  Reporting  Area. 

tf.B.  Columns  may  not  always  add  owing  to  rounding.   Asterisk  means  estimate  is  less  than  500. 
Estimates  are  for  the  total  civilian  population.   All  estimates  less  than  25,000  are 
subject  to  large  relative  errors  of  sampling.   The  "All  Other"  estimates  were  made 
separately,  and  the  estimate  for  "White"  population  obtained  by  subtraction.   Note  that 
the  cases  in  Disability  Category  C  are  almost  entirely  included  in  Category  B,  a  broader 
group. 
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4. 3       Methodological  Documentation  for  Estimates  of 
Prevalence 

The  general  concept  of  the  desired  prevalence  tables 
was  first  to  produce  estimates  by  age,  sex  and  race  of  the 
prevalence  of  impaired  vision  according  to  various  levels  of 
disability,  or  impairment  and  then  to  break  down  these  totals 
into  disease  categories.   It  was  recognized  that  the  institutional 
population  could  not  be  ignored  and  would  have  to  be  estimated 
separately  because  the  major  NCHS  population  surveys  are  aimed 
at  the  non-institutional  population  only. 

At  first  it  was  hoped  that  four  levels  of  impairment, 
or  disability,  could  be  used: 

A.  Impaired  vision,  as  defined  in  HIS. 

B.  Severe  visual  impairment,  as  defined  in  HIS. 

C.  Inability  to  recognize  features  of  a  friend  even 
if  they  are  close  by. 

D.  Legal  blindness. 

The  original  C  category  was  dropped  out,  however,  for 
three  reasons:   first,  because  there  was  very  little  data  on 
prevalence  according  to  this  criterion;  second,  because  what 
data  there  were  suggested  it  is  a  much  more  unusual  characteristic 
than  legal  blindness  (perhaps  no  more  than  0.8  per  100,000  in 
the  non-institutional  population) ;  and,  third,  because  it  is  a 
more  subjective  and  untested  criterion  and  not  of  proven  use- 
fulness. 

Thus,  the  original  A,  B,  C,  D  categories  became: 

A.   Impaired  vision,  as  defined  in  HIS.   This  is  as 

follows:   Any  response  in  the  interview  indicating 
blindness  in  one  or  both  eyes,  cataract,  glaucoma, 
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color  blindness,  detached  retina  or  other  condi- 
tion of  the  retina,  or  "any  other  trouble  seeing 
with  one  or  both  eyes  even  when  wearing  glasses." 

B.  Severe  visual  impairment,  as  defined  in  HIS. 
This  is  as  follows:   those  with  impaired  vision 
for  whom  there  was  also  a  response  in  the  inter- 
view indicating  inability  to  read  ordinary  news- 
paper print  with  glasses  using  both  eyes  (six 
years  of  age  or  older) ;  or  indicating  the  person 
had  no  useful  vision  in  either  eye  or  was  "blind" 
in  both  eyes  (any  age) . 

C.  Legal  blindness.   That  is:   visual  acuity  for 
distant  vision  of  20/200  or  less  in  the  better 
eye,  with  best  correction;  or  widest  diameter 

of  visual  field  subtending  an  angle  less  than  20 


For  categories  A  and  B  it  was  decided  to  rely  on  data 
from  HIS  rather  than  HANES  for  several  reasons: 

a)  The  HANES  sample  sizes  are  too  small. 

b)  The  HANES  or  HES  surveys  of  different  age  groups 
were  done  at  different  times  and  actually  never 
covered  the  whole  age  range. 

c)  The  HES  measured  strictly  visual  acuity  in  some 
of  the  age  ranges,  so  it  is  not  possible  to  put 
together  consistent  measures  of  visual  impair- 
ment for  the  three  age  ranges  covered. 

For  category  C  it  was  decided  to  key  the  results  to 
the  estimates  made  by  Elizabeth  Hatfield  of  the  National  Associa- 
tion for  the  Prevention  of  Blindness  since  these  were  based  on 
the  best  State,  registers  (in  terms  of  completeness)  and  made 
allowance  for  state-to-state  differences  that  might  be  expected. 

Upon  examination  of  the  data,  it  was  decided  that  the 
demographic  categories  would  have  to  be  sharply  limited  be- 
cause of  sample  size  problems.   Only  two  age  groups,  0-64  years 
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and  55  and  over,  could  be  shown  by  sex  and  any  figures  for  the 
ncn-white  population  would  have  to  be  entirely  separate  and  not 
cross-tabulated  by  other  characteristics.   Thus,  in  effect,  only 
Jive  ceils  were  estimated: 


0-6  4  Males 
0-64  Females 
65+   Males 
65+   Females 
Total  non-white 


The  other  cells  shown  were  obtained  by  addition  or 
subtraction  from  those  five. 

The  general  strategy  for  Disability  Categories  A  and  B 
was;  1)  to  obtain  the  best  possible  estimates  of  the  prevalence 
rates  in  each  of  the  five  demographic  cells  for  the  institutional 
and  non-institutional  populations  separately;  2)  to  obtain  esti- 
mates of  numbers  of  cases  in  the  prevalence  counts  by  multiplying 
the  rates  by  the  appropriate  1972  population  totals;  3)  to  add 
the  numbers  for  the  institutional  and  non-institutional  popula- 
tions together  to  obtain  totals  for  the  civilian  population; 
4)  to  subtract  Category  B  numbers  from  Category  A  numbers  in 
order  to  obtain  a  set  of  new  numbers  which  represented  persons 
with  impaired  vision  but  not  severely  impaired. 

The  basic  rates  for  Step  1)  were  obtained  from  Tables 
1  and  2  of  Series  10,  No.  99,  of  the  Vital  and  Health  Statis- 
tics Series  (for  the  non-institutional  population)  and  from 
special  tables  from  the  1973-74  Nursinq  Home  Survey  supplied  to 
us  by  NCHS.   It  was  possible,  using  data  from  the  Nursing  Home 
Survey,  to  compute  rates  that  corresponded  fairly  well  in  their 
definitions  to  categories  A  and  B  from  the  HIS.   The  rates  for 
the  nursing  home  population,  however,  were  very  much  higher  than 
those  for  the  non-institutional  population,  as  might  be  expected. 
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The  problem  was . to  determine  what  part  of  the  institutional 
population  could  be  said  to  be  experiencing  these  rates,  and 
then  to  secure  estimates  of  the  1972  population  of  that  part 
of  the  total  institutional  population. 

For  the  remainder  of  the  institutional  population 
there  were  no  data  found  that  could  be  considered  representative. 
However,  this  remainder  was  made  up  for  the  most  part  of  the 
institutions  for  the  mentally  ill  or  retarded,  for  dependent 
children,  for  the  unwed  mothers,  for  juvenile  delinquents,  and 
prisons.  Hence,  it  was  considered  reasonable  to  assume  that 
prevalence  rates  in  these  places  were  the  same,  age  for  age, 
as  those  in  the  non-institutional  population. 

The  small  population  of  homes  for  the  blind  was 
treated  separately. 

The  method  for  prevalence  in  the  institutional 
population  therefore  consisted  of  the  following  steps: 

1.  From  1970  Census  data  population  figures  were 
abstracted  by  age  and  sex  and  for  the  total 
other-than-white  population,  classified  by  type 
of  institution. 

2 .  The  institution  types  were  then  groups  into 
three  categories : 

a)  Homes  and  residential  schools  for  the  blind. 

b)  Homes  and  schools  for  other  physically 
handicapped,  homes  for  the  aged  and  dependent, 
and  chronic  disease  hospitals  other  than 
tuberculosis  and  mental  disease  hospitals. 
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c)   Mental  and  tuberculosis  hospitals,  homes  and 

schools  for  the  mentally  handicapped,  homes  for 
dependent  and  neglected  children,  homes  for 
unwed  mothers,  training  schools  for  juvenile 
delinquents,  detention  homes,  diagnostic  and 
reception  centers,  and  correctional  institutions 

3.  The  population  figures  in  6  age-sex  classes,  and  a 
total  non-white  group  for  institution  types  a) ,  b) 
and  c)  were  next  updated  to  1972  using  the  assumption 
that  the  small  increase  was  proportionally  distri- 
buted in  the  demographic  groups  and  institution-type 
categories. 

4.  Group  a)  was  assumed  to  have  100  percent  prevalence 
in  Disability  Categories  A  and  B.   Group  b)  was 
assumed  to  have  the  same  rates  for  each  age-sex 
group,  and  for  non-whites,  as  had  been  found  in  the 
Nursing  Home  Survey.   Group  c)  was  assumed  to 

have  the  same  rates  as  the  non-institutional 
population. 

5.  Using  these  assumptions,  the  prevalence  rates  were 
multiplied  by  the  population  figures  to  obtain 
estimates  of  the  numbers  of  persons  with  impaired 
vision,  Disability  Category  A,  and  severely  impaired 
vision,  Disability  Category  B. 

6.  The  total  figures  for  the  entire  institutional 
population  were  then  added  to  the  corresponding 
figures  for  the  non-institutional  population  to 
obtain  estimates  for  the  total  civilian  population. 
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As  will  be  seen  from  the  accompanying  tables,  certain 
additional  assumptions  had  to  be  made  about  population  distri- 
bution at  ages  25  years  and  over  for  certain  types  of  institutions 
This  is  because  the  published  Census  figures  did  not  show  the 
breakdown  into  the  groups  25-64  years  and  65  years  and  over. 

Not  all  of  the  intermediate  tables  in  this  computation 
are  shown  here  because  of  their  volume.   Tables  not  published  are 
available  in  the  study  files. 

The  prevalence  rates  used  are  shown  in  the  first 
intermediate  table.   In  the  second  table  are  the  1972  estimates 
of  the  institutional  population  used,  broken  into  groups  a) ,  b) 
and  c) .   In  the  third  table  are  the  estimated  numbers  of  visually 
impaired  persons  in  the  institutional  population  for  1972. 
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The  next  decisions  had  to  do  with  the  appropriate 
data  for  distributing  the  disability  categories  by  type  of  eye 
problem. 

For  Category  B  it  was  decided  to  use  the  classification 
of  eye  affections  that  appears  in  Table  30  of  "Statistics  on 
Blindness  in  the  MRA,  1969-1970,"  published  by  the  National  Eye 
Institute.   The  distribution  of  cases  by  Eye  Affection  category 
could  then  be  taken  from  the  appropriate  age  and  sex  categories 
of  the  tables  in  that  report.   Since  these  were  also  used  to 
distribute  the  "legally  blind,"  Category  C,  there  is  another 
assumption  implied  —  that  within  the  demographic  categories 
those  with  "severe  visual  impairment"  are  distributed  by  type 
of  eye  affection  in  the  same  way  that  the  "legally  blind"  are 
distributed.   Despite  the  much  larger  numbers  of  the  "severe 
visual  impairment"  group,  this  assumption  seems  to  us  to  be  a 
reasonable  one. 

However,  the  next  decision  was  a  more  difficult  one: 
what  data  should  be  used  to  distribute  the  least  severely  im- 
paired (Category  A  minus  Category  B) ?  After  much  deliberation, 
it  was  decided  to  use  all-visit  data  from  NDTI.   The  assumption 
was  made  that  persons  with  impaired,  but  not  severely  impaired, 
vision  would  be  distributed  by  type  of  eye  affection  in  the  same 
way  that  total  visits  to  physicians  are  distributed.   This  de- 
cision was  made  essentially  because  no  more  appropriate  source 
could  be  found. 

This  decision  made  necessary  two  additional  opera- 
tions:  first,  the  regrouping  of  the  NDTI  diagnostic  categories 
to  correspond  with  those  used  for  the  other  two  disability 
categories,  B  and  C.   It  was  found  that  this  could  only  be  done 
in  a  rough  way  and  then  only  by  the  addition  of  a  new  eye 
affection  group  which  we  called  "Refractive  errors  involving 
lesser  disability."   This  group  comes  into  Category  A  minus 
Category  B  but  is  assumed  to  be  zero  in  Categories  B  and  C. 
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Second,  it  was  necessary  to  use  some  special  measures 
to  reflect  the  differences  in  eye  affection  distribution  between 
the  "White"  and  "All  Other"  population  in  Category  A  minus 
Category  B,  that  is,  the  persons  with  lesser  disability.   This 
was  because  the  NDTI  all-visit  statistics  are  not  available  for 
whites  and  others  separately.   This  was  handled  by  computing 
ratios  of  "All  Other"  prevalence  rates  to  total  prevalence 
rates  for  each  eye  affection  category  in  the  Category  B  data 
and  multiplying  these  ratios  by  the  prevalence  rates  for  the 
total  population  in  the  lesser  disability  category  to  obtain 
an  estimated  "All  Other"  prevalence  rate  for  each  eye  affection 
category  in  the  lesser  disability  group.   The  percentage  dis- 
tribution of  these  rates  by  type  of  eye  affection  was  then 
applied  to  the  total  number  of  persons  other  than  white  in 
Category  A  minus  Category  B.   The  totals  for  the  white  popula- 
tion were  then  obtained  by  subtraction. 

As  a  final  step  the  data  for  Category  A  minus  Cate- 
gory B  were  added  cell  for  cell  to  the  data  for  Category  B 
to  obtain  totals  for  Category  A. 

The  computations  for  Category  C  also  involved  some 
assumptions.   As  has  been  mentioned,  the  rates  for  legal  blind- 
ness were  to  be  tied  to  data  in  a  paper  appearing  in  Sight 
Saving  Review,  Vol.  43,  No.  2.,  by  Elizabeth  Hatfield:   "Esti- 
mates of  Blindness...".   Table  1  in  that  paper  had  a  national 
estimated  number  of  blind  and  also  a  prevalence  rate.   The 
rate  was  224.7  per  100,000  population  (for  the  50  U.S.  states 
and  the  District  of  Columbia) ,  but  it  was  not  shown  by  age, 
race,  or  sex.   However,  in  Table  2  there  were  rates  by  age, 
by  sex,  and  for  whites  and  non-whites  for  the  three  states  that 
formed  the  basis  of  her  estimation.   Totals  for  the  needed 
demographic  categories  were  obtained  by  the  computations  shown 
in  the  final  table  in  this  Section. 
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It  should  be  noted  that  the  blindness  registers  are 
supposed  to  cover  both  the  institutional  and  the  non-insti- 
tutional population,  so  it  was  not  necessary  in  Category  C 
to  make  two  separate  estimates  and  add  them  together.   However, 
as  set  forth  elsewhere,  the  coverage  of  the  registers  is 
probably  incomplete  and  particularly  so  in  the  institutional 
population,  so  the  estimates  are  probably  on  the  low  side. 

The  total  prevalence  rate  for  legal  blindness  that 
can  be  computed  from  this  report  using  the  population  table  pro- 
vided is  slightly  higher  than  Hatfield's  rate  (227  vs.  224.7 
per  100,000).   This  is  because  the  denominators  used  here  con- 
tain only  the  civilian  population,  instead  of  the  total  popu- 
lation as  Hatfield  used.   We  feel  this  is  slightly  more 
appropriate. 

The  totals  for  Category  C  in  the  various  demographic 
groups  were  distributed  by  type  of  eye  affection  using  the 
same  percentage  distributions  as  were  used  for  Category  B,  i.e. , 
Table  .30  of  "Statistics  of  Blindness  in  the  MRA,  1969-1970." 
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Intermediate   Table  H 

Percentage   Distribution   by   Diagnosis    for   Age,    Sex   and   Color    from   14    T1RA   State 

December    31,    1970 
>urce:    Table    30,    "Statistics    on   Blindness    in    the   MRA,    1969-70"    Kahn   and   Moorhea" 


0-64    Male        I    0-64    Female 


65  +    Male 


65+    Female 


Wh  i  t< 


All    Other 


nosis 


No 


% 


No. 


NoT 


% 


No. 


No 


No 


I 


ctions 

coma 

ract- 
natal 

ract- 
er 

nal 

rder  - 
natal 

nal 

■rder  - 
ibetic 

nal 
>rder   - 
ler 

olental 
oplasia 

>ia 

lea  or 
;ra 

tis 

c  nerve 
;ase 

:iple 
actions 

it 

lown 


17,305 
1,111 

1,103 

779 

1,930 

667 

1,384 

696 
664 

784 
976 

2,119 

278 
3,039 
1,695 


100.00 
6.42 

6.37 

4.50 

11.15 

3.85 

8.00 

4.02 
3.84 

4.53 
5.64 

12.71 

1.61 

17.56 

9.79 


14,145 
934 

884 

756 

1,356 

871 

1,077 


100.00 
6.60 

6.25 

5.34 

9.59 

6.16 

7.61 


679    4.80 


529 

792 
923 

1,488 

386 
2,109 
1,361 


3.74 

5.60 
6.53 

10.52 

2.73 

14.91 

9.62 


9,595 
1,798 

93 

1,260 

319 

280 

1,795 


100.00 
18.74 

.97 

13.13 

3.32 

2.92 

18.71 


185 

420 
418 

798 

556 

426 

1,247 


1.93 

4.38 
4.36 

8.32 

5.79 

4.44 

13.00 


13,838 
2,216 

70 

2,257 

332 

757 

2,949 

1 
249 

588 
505 

557 

1,185 

372 

1,800 


100.00 
16.01 

.51 

16.31 

2.40 

5.47 

21.31 

.01 
1.80 

4.25 
3.65 

4.03 

8.56 

2.69 

13.01 


39,544 
2,832 

1,544 

3,709 

3,366 

1,951 

6,100 

1,269 
1,216 

1,578 
1,853 

3,257 

1,775 
4,205 
4,889 


100.00 
7.16 

3.90 

9.38 

8.51 

4.93 

15.43 

3.21 
3.08 

4.00 
4.69 

8.24 

4.49 
10.63 
12.36 


15,339 
3,227 

606 

1,343 

571 

624 

1,105 

107 
411 

1,006 
969 

1,785 

630 
1,741 
1,214 


100.00 
21.04 

3.96 

8.76 

3.72 

4.07 

7.20 

.70 
2.68 

6.56 
6.32 

11.64 

4.11 

11.35 

7.91 


se  percentages  will  be  used  for  Disability  Categories  B  and  C.   All  totals  for  ages  and 
is   will  be  obtained  by  addition.   The  "White"  will  be  obtained  by  subtraction  after 
muting  the  "All  Other"  from  the  appropriate  percent  list. 
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Intermediate  Table  I 
Diagnostic  Breakdown  for  Least  Disabling  Conditions 

Grouping  of  NDTI  Categories  to 
Correspond  With  Those  in  MRA  Categories 


MRA  Affection  Category 


uconu 


Cataract  -  prenatal 


Cataract  -  other 


Retinal  disease  -  prenatal 


Retinal  disease  -  diabetic 


Retinal  disease  -  other 


:rolental  fibroplasia 


-•Lj  LMJ  i.Ci 


Cornea  or  sclera 


i  /eiti: 


u  ■■-  _  J. ; 


Merve    disease 


Multiple   afrections 


r    <-  U  ~  -^ 


.rractxve  errors  o: 
Lesser  disability 


Corresponding  NDTI  Categories 

In  0-64  group,  use  Group  12  and 
17  Percent  of  Group  16 
In  65+  use  Group  12  and  three 
percent  of  Group  23 

In  0-64  group  use  24  percent  of 
Group  16  for  each  sex.  In  65  + 
use  0  percent. 

Use  Group  10  plus  62  percent  of 
Group  2  3 

In  0-64  group,  use  15  percent  of 
Group  16.   In  65  +  use  0  percent. 

Use  Group  5 

Use  Group  11  and  20  percent  of 
Group  13  and  four  percent  of 
Group  2  3 

Use  0  percent 

Use  29  percent  of  Group  7 

Use  Group  8  and  2  2  percent  of 
Group  18  and  90  percent  of  Group  19 

Use  18  percent  of  Group  6 

Use  one  percent  of  Group  13 

Use  0  percent 

Use  balance  of  other  categories 

Use  Groups  14  and  15 

Use  71  percent  of  Group  7 
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Intermediate  Table  J 
NDTI  Table  B  -  Diagnostic  Distributions  for  Total  Physician 

Visits  by  Age  and  Sex  -  Total 


Diagnostic  Group 


All  Ages 


<65 


No. 


No. 


65+ 


No. 


Age  Unspecified 


No. 


% 


Grand  Total 

Infective  &  parasitic 
diseases  of  the  eye 

Special  group 

Neoplasms  of  eye 

Cye  allergies 

Dye  complications 
of  diabetes 

Eye  inflammations 

Refractive  errors 

;orneal  ulcer 
and  opacity 

Strabismus 

;ataract 

)etachment  of 
retina 

jlaucbma 

vll  other   diseases 
of  the  eye 

Hind,    both  eyes 

ilind,    one  eye 

:ongenital  eye 
disorders 

)phthalmia 

neonatorum  and 
vision  symptoms 

ipen  wound  of   eye 

kbrasion  of 

cornea  and  eye 

'oreign  body  in 
eye  and  adnexa 

>ther  injury  to 

eye  and  optic  nerve 

loutine  eye  exam 

urgical  aftercare, 
eye  operations 

iedical  aftercare 
eye  diseases 

ther  eye  care 


319,182    100.00 


553 
1,452 

335 
6,930 

2,215 
45,525 
93,222 

2,715 
10,718 
25,616 

1,029 
24,681 

46,902 
978 
245 

1,244 


26,342 

1,332 

734 

319,183 


.17 

.45 

.11 

2.17 

.69 
14.26 
29.21 

.85 

3.36 
8.03 

.32 
7.73 

14.69 
.31 
.08 

.39 


1,382 

.43 

2,382 

.75 

5,257 

1.65 

9,517 

2.98 

3,120 

.98 

4,757 

1.49 

8.25 

.42 

.23 

100.00 


224,638   100.00 


301 

.13 

1,296 

.58 

228 

.10 

5,705 

2.54 

1,323 

.59 

36,821 

16.39 

81,800 

36 .  41 

1,976 

10,153 

6.165 

580 
9,510 


1,175 

1,089 
2,216 


.88 
4.52 
2.74 

.26 
4.23 


28,951  12.89 
374  .17 
147      .07 


.52 

.48 
.99 


4,829  2.15 

9,087  4.05 

2,936  1.31 

4,110  1.83 

12,436  5.54 

950  .42 

478  .21 

224,636  100.00 


89,678  100.00 


244 

.27 

109 

.12 

95 

.11 

1,072 

1.20 

854 

.95 

7,831 

8.73 

10,563 

11.78 

694 

.77 

472 

.53 

19,038 

21.23 

435 

.49 

14,624 

16.31 

17,282 

19.27 

575 

.64 

98 

.11 

50 

270 
105 

293 

268 

114 
584 

13,405 

365 

240 

89,680 


.06 

.30 
.12 

.33 

.30 

.13 
.65 

14.95 

.41 

.27 

100.03 


4,866         100.00 


8 

.16 

47 

.97 

12 

.25 

153 

3.14 

38 

.78 

873 

17.94 

859 

17.65 

45 

.92 

93 

1.91 

413 

8.49 

14 

.29 

547 

11.24 

669  13.75 

29  .60 


19 


135 


162 


.39 


23  .47 

61  1.25 


2.77 


3.33 


70  1.44 

63  1.29 

501  10.30 

17  .35 

16  .33 

4,867  100.01 
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Intermediate  Table  K 

NDTI  Table  B  -  Diagnostic  Distributions  for  Total  Physician 

Visits  by  Age  and  Sex  -  Males 


All  Ages 


Diagnostic  Group 


No. 


<  65 


No. 


65  + 


Age  Unspecif j 


No. 


No. 


Grand  Total 


Infective  &  parasitic 
diseases  of  the  eye 

Special  group 

Neoplasms  of  eye 

Eye  allergies 

Eye  complications 
of  diabetes 

Eye  inflammations 

Refractive  errors 

Corneal  ulcer 
and  opacity 

Strabismus 

Cataract 

Detachment  of 
retina 

Glaucoma 

All  other  diseases 
of  the  eye 

Blind,  both  eyes 

Blind,  one  eye 

Congenital  eye 
disorders 

Ophthalmia 

neonatorum  and 
vision  symptoms 

Open  wound  of  eye 

Abrasion  of 

cornea  and  eye 

Foreign  body  in 
eye  and  adnexa 

Other  injury  to 

eye  and  optic  nerve 

Routine  eye  exam 

Surgical  after- 
care, eye  operations 

Medical  aftercare 
eye  diseases 

Other  eye  care 


135,492    100.00 


636 


103,098    100.00 


256 

.19 

152 

.15 

599 

.44 

521 

.51 

110 

.08 

75 

.07 

2,340 

1.73 

2,062 

2.00 

850 

.63 

594 

.58 

19,842 

14.64 

17,034 

16.52 

36,717 

27.10 

32,948 

31.96 

1,255 

.93 

980 

.95 

5,024 

3.71 

4,834 

4.69 

9,096 

6.71 

2,630 

2.55 

549 

.41 

318 

.31 

9,474 

6.99 

4,314 

4.18 

18,786 

13.87 

12,475 

12.10 

409 

.30 

216 

.21 

126 

.09 

82 

.08 

47 


658  .49 

1,741  1.28 

2,868  2.12 

8,101  5.98 

2,163  1.60 

1,887  1.39 

11,199  8.27 

540  .40 

269  .20 

135,495  100.02 


609 


7,881 


6,156 

392 

171 

103,102 

4-35 


.59 


510      .49 
1,673     1.62 

2,701     2.62 


7.64 


2,109     2.05 
1,665     1.61 


5.97 

.38 

.17 

100.00 


31,454    100.00 


103 

.33 

42 

.13 

35 

.11 

263 

.84 

245 

.78 

2,615 

8.31 

3,641 

11.58 

267 

.85 

169 

.54 

6,384 

20.30 

229 

.73 

5,077 

16.14 

6,199     19.71 

193       .61 

44       .14 


27 


148 

96 

31,453 


.09 


4,942     15.71 


.47 

.31 
100.01 


940    100.0 


36 


15 


112 


101 


3.8: 


1.6C 


11 

1.17 

193 

20.5: 

128 

13.61 

8 

.85 

21 

2.23 

82 

8.72 

2 

.21 

83 

8.83 

11.91 


148 

.47 

- 

- 

54 

.17 

14 

1.4 

138 

.44 

29 

3.0 

163 

.52 

57 

6.0 

23 

.07 

31 

3.3 

208 

.66 

14 

1.4 

10. 


2       .2: 
939     99. S 


NDTI   Table   B   -   Diagnostic   Distributions   for  Total   Physician 

Visits   by  Age   and   Sex   -  Females 


Diagnostic  Group 


Grand  Total 

infective   &   parasitic 
diseases  of   the  eye 

Special  group 

Neoplasms  of  eye 

Eye  allergies 

Eye  complications 
of  diabetes 

Eye  inflammations 

Refractive  errors 

Corneal  ulcer 
and  opacity 

Strabismus 

Cataract 

Detachment  of 
retina 

Glaucoma 

All  other  diseases 
of  the  eye 

Blind,   both  eyes 

Blind,   one  eye 

Congenital  eye 
disorders 

Ophthalmia 
neonatorum  and 
vision  symptoms 

Open  wound  of  eye 

Abrasion  of 

cornea  and  eye 

Foreign  body  in 
eye  and  adnexa 

Other  injury  to 

eye  and  optic  nerve 

Routine  eye  exam 

Surgical  after- 
care, eye  operations 

Medical  aftercare 
eye  diseases 

Other  eye  care 


All  Ages 


NO. 


174,342    100.00 


292 

827 

213 

4,309 


1,348 

5,376 

15,894 

455 
14,373 

26,813 
551 
120 

572 

689 
567 

2,225 

1,115 


14,363 


.17 

.47 

.12 

2.47 


<  65 


NO. 


1,327  .76 
24,079  13.81 
54,033     30.99 


.77 
3.08 
9.12 

.26 
8.24 

15.38 
.32 
.07 

.33 

.40 
.33 

1,28 

.64 


859       .49 
2,748      1.58 


8.24 


751       .43 

442       .25 

174,341    100.00 


116,765    100.00 


147 

760 

149 

3,494 

718 
18,850 
47,172 

941 

5,064 
3,418 

258 
5,020 

15,839 

155 

66 

532 

567 
516 

2,049 

1,012 

768 
2,371 

6,054 


.13 

.65 

.13 

2.99 

.61 
16.14 
40.40 

.81 
4.34 
2.93 

.22 
4.30 

13.56 
.13 
.06 

.46 

.49 
.44 

1.75 

.87 

.66 
2.03 

5.18 


544       .47 

302       .26 

116,766    100.01 


65  + 


No. 


56,443    100.00 


141 

.25 

67 

.12 

60 

.11 

790 

1.40 

597 

1.06 

5,048 

8.94 

6,675 

11.83 

400       .71 

300       .53 

12,315     21.82 


197 
9,196 

10,780 

375 

54 

23 

117 
51 

155 

99 

85 
366 

8,204 


.35 
16.29 

19.10 
.66 
.10 

.04 

.21 
.09 

.27 

.18 

.15 
.65 

14.54 


207       .37 

140       .25 

56,442    100.02 


Age  Unspecified 


No. 


194 
21 


17 


105 


% 


1,134         100.00 


.35 


4 

.35 

25 

2.20 

12 

1.06 

181 

15.96 

186 

16.40 

7 

.62 

12 

1.06 

161 

14.20 

157  13.84 


17.11 
1.85 


1.50 


.44 


21 

1.85 

4 

.35 

6 

.53 

11 

.97 

9.26 


1,133  99.90 
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Intermediate  Table  M  .  . 

NDTI  Table  B  -  Diagnostic  Distributions  for  Total  Physician 
Visits  by  Age  and  Sex  -  Sex  Unspecified 


Diagnostic  Group 


All  Ages 


<65 


No. 


Grand  Total 


Infective  &  parasitic 
diseases  of  the  eye 

Special  group 

Neoplasms  of  eye 

Eye  allergies 

Eye  compl ications 
of  diabetes 

Eye  inflammations 

Refractive  errors 

Corneal  ulcer 
and  opacity 

Strabismus 

Cataract 

Detachment  of 
retina 

Glaucoma 

All  other  diseases 
of  the  eye 

Blind,  both  eyes 

Blind,  one  eye 

Congenital  eye 
disorders 

Ophthalmia 

neonatorum  and 
vision  symptoms 

Open  wound  of  eye 

Abrasion  of 

cornea  and  eye 

Foreign  body  in 
eye  and  adnexa 

Other  injury  to 

eye  and  optic  nerve 

■Routine  eye  exam 

Surgical  aftercare, 
eye  operations 

Medical  aftercare 
eye  diseases 

Other  eye  care 


7 

25 

12 

283 


36 

33 
77 

164 

301 

99 
121 

778 

41 

22 

9,346 


9,348    100.00 


.07 

.27 

.13 

3.03 


38 

.41 

1,604 

17.16 

2,468 

26.40 

112 

1.20 

318 

3.40 

627 

6.71 

24 

.26 

834 

8.92 

1,303 

13.94 

19 

.20 

.39 

.35 
.82 

1.75 

3.22 

1.06 
1.29 

8.32 

.44 

.24 

99.98 


No. 


4,775   100,00 


65+ 


3 

15 

4 

150 


34 


14 
5 


.06 

.31 

.08 

3.14 


11  .23 

939  19.66 

1,678  35.14 

56  1.17 

255  5.34 

118  2.47 

4  .08 

176  3.69 

639  13.38 

3  .06 


71 


11 

.23 

29 

.61 

79 

1.65 

195 

4.08 

60 

1.26 

74 

1.55 

224     4.69 


.29 
.10 


4,776    99.98 


No. 


1,781     100.00 


20 

11 
167 

246 

27 

2 

339 

9 
351 

302 
8 


6 
10 

258 


Age  Unspecified 


1.12 

.62 

9.38 

13.81 

1.52 

.11 

19.03 

.51 
19.71 

16.96 
.45 


22 


.28 

.34 
.56 

14.49 


10       .56 

3       .17 

1,778     100.01 


No. 


*  Group  of  those  blind  in  one  eye  had  no  unspecified  sex  listing. 

ri:f: 
4-37 


2,792    100. 0: 


3 

.11 

10 

.36 

8 

.29 

113 

4.05 

16 

.57 

498 

17.84 

544 

19.4? 

29 

1.04 

61 

2. IE 

170 

6.09 

12 

.42 

307 

ll.CC 

362 

12.97 

8 

.29 

_* 

_ 

18 
48 

85 

101 

33 
37 


.07 

.64 

1.72 

3.04 

3.62 

1.18 
1.33 


296  10.6C 

17  .61 

14  .50 

2,792  100. 01 
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Intermediate  Table  0 

Intermediate  Computations  -  Diagnostic  Distributions  by 
Age,  Sex,  and  Race  of  Estimates  for  Category  A  Minus 
Category  B 


Estimated  Number  of  Persons  (in  Thousands)  with  Lesser 

Visual  Disability  -  U.S.  1972 


Type  of  Eye 
At  feet  ion 

Total 

Males 

Females 

0- 

-6  4  Years 

65+  V« 

Bar  s 

All 

Total 

Males 

Females 

Total 

Males 

Females 

White 

Other 

All 

Affections 

9176 

4758 

4418 

54  04 

3379 

2025 

3772 

1379 

2393 

8249 

927 

Glaucoma 

863 

374 

489 

233 

145 

89 

629 

229 

400 

749 

114 

Cataract- 
prenatal 

7 

5 

2 

7 

5 

2 

0 

0 

0 

6 

1 

Cataract- 
other 

1487 

625 

862 

335 

211 

124 

1152 

414 

738 

1395 

93 

Retinal 
Disorder  - 
prenatal 

4 

3 

1 

4 

3 

1 

0 

0 

0 

4 

1 

Retinal 
Disorder  - 
diabetic 

68 

30 

38 

32 

20 

12 

36 

11 

25 

63 

5 

Retinal 

Disorder   - 
other 

351 

173 

177 

164 

100 

64 

187 

73 

114 

337 

13 

Retrolental 
Fibroplasia 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

* 

Myopia 

679 

360 

319 

550 

313 

237 

128 

46 

82 

613 

66 

Cornea  or 
Sclera 

227 

154 

73 

174 

124 

.  50 

53 

30 

23 

197 

30 

Uveitis 

218 

121 

97 

159 

100 

59 

59 

21 

38 

192 

27 

Optic  nerve 
Disease 

14 

7 

7 

7 

4 

3 

7 

3 

4 

12 

2 

Multiple 
Affections 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Refractive 
Errors  with 

lesser 
Disability 

.  1662 

880 

782 

1347 

767 

581 

314 

113 

201 

1563 

99 

Other 

3553 

2006 

1547 

2376 

1578 

798 

1177 

428 

748 

3078 

475 

Unknown 

42 

20 

22 

14 

10 

4 

28 

10 

18 

39 

3 
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Intermediate  Table  P 

Intermediate  Computation 
Estimated  Number  of  Persons  (in  Thousands)  by  Disability 
Level  and  Type  of  Affection  -  U.S.  -  1972 

Worksheet  for  "All  Other"  Estimates 


Estimated 
Number  of 
Persons  with 
Lesser  Disab. 
All  Other 


Type  of  Eye 
Affection 


Severe  Visual 
Impairment 
Prev.  Rate/100,000 


Total   All  Other 


TTT 


T2T 


Ratio 
(2)/<l) 


(3) 


Lesser  Visual 
Disability 
Prev.  Rate/100,000 


Total 


nr 


Estimated 
Prev.  Rate 
Lesser 

Disability 
For  All  Other 


(5)=  rnrro 


% 

of 
Dist 
(5) 


TO" 


(6)xl,045   =    (7) 


All 

Affections 

Glaucoma 

Cataract- 
prenatal 

Cataract- 
other 

Retinal 
Disorder  - 
prenatal 

Retinal 
Disorder  - 
diabetic 

Retinal 
Disorder  - 
other 

Retrolental 
Fibroplasia 

Myopia 

Cornea  or 
Sclera 

Uveitis 

Optic  nerve 
Disease 

Multiple 
Affections 

Refractive 
Errors 

Other 

Unknown 


757 
103 

18 

91 

39 

36 

125 

10 
19 

34 
34 

56 

45 


55 
91 


1,109 
233 

43 

97 

43 

47 

81 

8 
31 

74 
70 

128 

47 


124 
89 


1.46 
2.26 

2.39 

1.07 

1.10 

1.31 

.65 

.80 
1.63 

2.18 
2.06 

2.29 

1.04 


2.25 
.98 


4,671 
433 

3 

745 


34 

177 

* 
349 

117 
112 


853 

1,816 

22 


979 

7 

797 


45 

115 

* 
569 

255 
231 

16 


Total 


853 
4,086 

22 

7,977 


12.27 

.09 

9.99 

.03 

.56 

1.44 


7.13 

3.20 
2.90 

.20 


10.69 

51.22 

.28 

100.00 


128 

1 

104 


15 


75 

33 

30 


112 
535 

3 

1,044 
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5.   DATA  ON  HOSPITALIZATION  AND  AMBULATORY  CARE 


5. 1       Evaluation  of  Fxisting  Data 

The  statistics  available  on  in-patient  care  in 
short-term  hospitals,  on  operations,  and  on  ambulatory  care 
in  doctors1  offices  are  perhaps  the  most  reliable  of  the 
various  types  with  which  this  study  has  dealt.   Nevertheless, 
these  too  have  certain  shortcomings  and  gaps  which  we  shall 
deal  with  briefly. 

First,  as  to  the  major  sources,  it  was  surprising 
to  the  study  staff  to  find  how  little  in  the  way  of  relevant 
statistics  could  be  provided  by  the  various  insurance  systems, 
and  public  programs  such  as  Medicaid.   We  have  referred 
earlier  to  the  impossibility  of  securing  ambulatory  care 
statistics  from  Medicare  SMI  claims,  though  Medicare 
hospitalization  data  are  available  in  detail.   Statistics  from 
private  insurance  plans  are  also  difficult  to  secure.   In 
some  instances,  notably  the  Blue  Cross  plans,  there  is 

insufficient  knowledge  of  the  number  and  characteristics  of 
the  eligible  population.   In  others,  classification  by  diag- 
nosis is  not  performed  in  such  a  way  as  to  permit  a  focus  on 
eye  diseases  and  injuries.   In  still  others,  particularly  the 
Medicaid  systems,  there  is  no  uniformity  or  central  collection 
of  the  statistics  on  services  provided.   A  few  of  the  prepay- 
ment group  practice  plans,  particularly  the  Kaiser  Foundation 
plans,  are  an  exception  to  this,  but  they  too  are  limited  as 
regards  statistics  on  ambulatory  care. 

The  best  sources,  we  believe,  are  the  surveys, 
namely  HDS  and  NAMCS  in  NCHS,  and  NDTI  operated  by  IMS,  and 
the  abstracting  systems  for  hospital  data,  particularly  the 
Professional  Activities  Study  (JPAS)  operated  by  the  Commission 
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on  Professional  and  Hospital  Activities  (from  which  national  esti- 
mates are  made  by  IMS  under  contract  with  CPHA) .   The  Health  Inter- 
view Survey  can  also  be  considered  a  major  source  of  statistics  on 
health  care  service,  with  some  advantages  and  some  disadvantages 
when  compared  to  the  record-based  systems. 

Despite  these  large  and  elaborate  data  systems,  there 
are  still  gaps  from  the  standpoint  of  the  needs  of  the  National 
Eye  Institute.   We  shall  enumerate  these  with  a  minimum  of 
elaboration: 


a)  There  is  a  gap  in  the  coverage  of  these  data 
systems,  namely  services  provided  by  independent 
clinics  and  out-patient  departments.   The  only 
attempt  to  cover  these  is  in  the  HIS,  but  the  data 
lack  needed  detail,  particularly  for  eye  care. 

b)  There  is  also  a  gap  in  the  area  of  long-term 
care.   NCHS  has  conducted  surveys  of  patients 
in  nursing  homes,  but  it  is  difficult  to  deter- 
mine which  of  the  patients  in  these  institu- 
tions are  there  primarily  because  of  an  eye 
problem. 

c)  The  ambulatory  care  data  as  exemplified  by 
NAMCS  and  NDTI  are  limited  in  usefulness 
because  they  approach  treatment  on  a  piece- 
meal basis.   The  unit  sampled  is  the  visit, 
not  the  patient,  so  the  totality  of  care  for 

a  particular  patient  cannot  be  observed.   This 
is  also  true,  of  course,  of  the  hospitalization 
data,  the  hospital  stay  being  the  analytical 
unit,  but  because  of  the  medical  history 
information  available  in  the  hospital  medical 
record  it  is  usually  possible  to  determine 
the  onset  of  the  disease  and  the  details  of 
diagnosis  and  care. 

d)  The  reliance  on  medical  records  makes  It  difficult 
to  associate  medical  care  with  socio-economic 
characteristics  of  the  patient.   The  records  usually 
contain  no  more  than  age,  sex,  marital  status  and 
place  of  residence.   Race  is  often  only  determinable 
by  delving  into  the  medical  history.   Other  charac- 
teristics of  interest,  such  as  income  level,  occupa- 
tion, educational  status,  disability  and  labor  force 
status  cannot  be  obtained  without  an  inquiry  in  the 
household.   (The  Health  Interview  Survey  does  not 
have  this  disadvantage  but  lacks  the  kinds  of  detail 
about  diagnosis  and  treatment  that  are  often  needed.) 
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5. 2       Presentation  and  Comments  on  Estimates  of  Medical 
Care  Services  used  in  Eye  Care 

There  are  several  precautions  that  must  be  noted' in 
relation  to  Tables  5-10  presented  here.   First,  like  sections  3.2 
and  4.2,  this  section  should  not  be  separated  from  the  tables  on 
Medical  Care  Services.   Secondly,  it  should  be  noted  that  four 
of  the  tables  relate  to  a  different  year  from  the  other  tables. 
Tables  5  and  6  were  obtained  from  the  new  National  Ambulatory 
Medical  Care  Survey  (supplemented  in  the.  case  of  Table  5  by  data 
from  the  National  Disease  and  Therapeutic  Index) .   NAMCS  began 
to  collect  final  data  on  May  1,  1973,  so  the  first  year  relates 
to  the  12  months  ending  April  30,  1974.   The  statistics  from  the 
Southern  California  Kaiser  Foundation  Plan  relate  to  the  calendar 
year  1974/  as  do  also  the  statistics  on  eye  operations  from  PAS. 

The  third  important  precaution  is  noted  in  footnote  2 
of  Table  6.   The  second  column  showing  percentage  distributions 
of  visits  for  care  of  eye  diseases  excludes  eye  injuries,  and 
eye  diseases  not  classified  in  the  Diseases  of  the  Eye  section 
of  the  International  Classification.   General  eye  examinations 
and  after-care  are  also  excluded  from  this  table.   As  can  be 
seen  in  Table  5,  these  categories  amount  to  about  22  percent  of 
all  the  eye  visits. 

Fourth,  it  should  be  repeated  here  that  the  visit 
statistics  exclude  visits  to  patients  in  hospitals  and  nursing 
homes  and  "encounters"  in  clinics  and  out-patient  departments. 
(The  former  are  excluded  in  NAMCS  but  not  in  the  NDTI  system. 
Both  surveys  include  only  the  "encounters"  of  private  patients 
with  office-based  physicians.) 

Fifth,  the  statistics  on  days  of  care  in  short-term 
hospitals  in  Table  8  do  not  include  all  the  eye  diseases  but 
only  those  in  the  ICDA  categories  360-379.   It  was  possible  to 
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rectify  this  exclusion  in  Table  7,  which  shows  patients  dis- 
charged, by  making  use  of  the  national  estimates  supplied  by 
IMS  America,  LTD.,  based  on  data  from  the  Professional 
Activities  Studies  abstracting  system,  but  the  table  supplied 
for  the  study  by  IMS  did  not  include  the  aggregate  number  of 
hospital  days.   The  number  of  discharged  patients  for  the 
excluded  categories  in  Table  8  amount  to  only  about  four  per- 
cent of  the  total,  so  the  effect  on  the  total  number  of 
hospital  days  is  not  great. 

The  discharge  rates  and  days  of  care  rates  shown  in 
Table  9  are  self-explanatory,  except  that  the  rates  by  sex  for 
the  age-group  65  years  and  over  were  based  on  a  crude  estimate 
of  the  eligible  population.   The  Medicare  cases  are  included 
in  the  numerators  but  the  sex  distribution  of  the  Medicare 
population  was  not  known  and  was  estimated,  assuming  it  to  be 
the  same  as  the  non-Medicare  population  in  this  age  group. 

Table  10  is  taken  directly  from  national  estimates 
provided  by  IMS  America,  LTD.,  based  on  PAS  data.   The  groupings 
by  type  of  operation  were  designed  to  show  separately  only  the 
most  frequent  of  the  mai  y  types  of  eye  operations.   Operations 
not  performed  in  hospitals  are  excluded. 
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Table  5. 


Estimates  of  Number  of  Office  Visits  for  Diseases  of 
Vision,  Eye  Injuries,  and  Other  Eye  Care  by  Principa: 
Diagnosis  or  Reason  for  Visit:   United  States  Year 
Ending  April  30,  19  74  1/ 


Diagnosis  or  Reason  for  Visit 

Estimated  Number  Visits 

(in  Thousands) 

Eye  Inflammations  (360-369) 

5,297 

Refractive  Errors  (370) 

9,175 

Strabismus  (373) 

1,234 

Cataract  (374) 

2,723 

Glaucoma  (375) 

1,941 

All  Other  Specific  Eye  Diseases 

(371,  372,  377-379) 

3,807 

Eye  Infections ,  Eye  Neoplasms , 
Eye  Allergies,  Eye  Complica- 
tions of  Diabetes,  Congenital 
Eye  Disorders ,  and  Eye  Symptoms 

Eye  Injuries  (870,  871,  921,  930, 
940,  950  Plus  Estimate  for  Abra- 
sions of  Cornea  and  Eye  3/ 

Eye  Examinations ,  and  Medical  or 
Surgical  Aftercare  of  Eye  (Y00.6 
plus  estimate)  £/ 

All  Categories 


2/ 


1,248 


2,460 


3,270 
31,155 


jL/  Based  upon  statistics  from  the  National  Ambulatory  Medical 
Care  Survey  and  all-visit  'statistics  from  the  National 
Disease  and  Therapeutic  Index. 

2/  Estimated  from  NDTI  data.   The  data  from  NAMCS  were  either 
not  tabulated  in  sufficient  detail  to  provide  these 
categories,  or  they  were  not  classified  separately  at  all 
in  the  ICDA  (8th  revision) . 

3/  Abrasions  of  the  cornea  and  eye  are  not  classified  sep- 
arately in  the  ICDA  (8th  revision)  so  this  category  was 
estimated  from  NDTI  data. 

£/  Medical  and  surgical  aftercare  of  the  eye  are  not  classified 
separately  in  the  ICDA  (8th  revision)  so  this  category  was 
estimated  from  NDTI  data. 
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Table    6. 


Estimated   Percentages   of   Office   Visits    for   Vision   Disorders 
According   to   Various   Characteristics   of   the   Patient,    the   Phy- 
sician,   and    the   Visit:       United   States,    Year   Ending  April    30, 
1974.  U 


Characteristics 


Total   Office  Visits    (in   thousands) 


Refractive 
Errors 
9,175 


Other   Specific 
Eye   Diseases    ?/ 
15,002 


Sex  of  Patient 


Race  of  Patient 


Aqe  of  Patient 


Physician 
Specialty 


Time  Spent  With 
Physician  by 
this  Patient 


Percent    Male 

Female 

Percent    White 

All  Other 

Percent    Under  15  years 
15-24  years 
25-44  years* 
45-64  years 
65+  years 

Percent    Genera]  practice 

Medical  specialties 
Surgical  specialities  _3, 
Other  specialities 

Percent    Under  6  minutes 
6-10  minutes 
11-15  minutes 
16+  minutes 


35.1 
64.9 

92.6 
7.4* 

18.8 
19.0 
17.9 
32.7 
11.6 

* 

99.3 

* 

1.7* 
17.5 
22.2 
58.6 


39.9 
60.1 

90.5 
9.5 

17.7 

7.6 

9.3 

29.5 

36.0 

11.3 

* 

82.7 

* 

15.6 
32.2 
26.7 
25.5 


*  These  figures  do  not  meet  NCHS  standards  for  sampling  reliability. 

1/   Based  upon  statistics  from  the  National  Ambulatory  Medical  Care  Survey. 

2/   Includes  only  ICDA  (8th  revision)  categories  360-369  and  371-379. 

3/  Includes  ophthalmologists. 
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Table    7. 


Estimated  Number   of   Persons   Discharged   from  Short-stay   Hospitals* 
with   an  Eye   Disease   or   Injury   as    the   First-listed   Diagnosis,    by 
Age,    Sex,    and  Diagnosis:      United   States,    1972** 


agnostic  Cate- 
gory and 
2DA  Numbers 

All  Ages 

Under  15  Years 

15-44  Years 

45  -  64  Years 

65+  ' 

Ifears 

Both  Sexes 

Males 

Females 

Males 

Females 

Males 

Females 

Males 

Females 

Males 

Female- 

L  Eye  Dis- 
ases  and 
njuries  1/ 

567,000 

270,100 

297,000 

60,800 

47,200 

51,900 

36,800 

60,900 

67,500 

96,500 

145, so; 

acial 
roup  2/ 

11,900 

5,100 

6,800 

200 

200 

3,300 

4,400 

1,400 

1,900 

200 

20  C 

aplasias  of 
ye  3/ 

4,000 

2,600 

1,400 

600 

300 

1,000 

500 

600 

300 

500 

30C 

e  Inflamma- 
ions  4/ 

30,200 

14,000 

16,200 

5,700 

6,400 

3,400 

3,300 

2,600 

3,100 

2,300 

3,50C 

rabismus  5/ 

74,800 

42,000 

32,800 

32,100 

25,400 

7,500 

5,200 

1,800 

1,500 

600 

70C 

taract  (ex- 
ludes  con- 
enital)  6/ 

283,000 

116,600 

166,400 

1,100 

1,300 

9,200 

9,400 

32r800 

40,000 

73,500 

115,70' 

aucoma  (ex- 
ludes  con- 
enital)  7/ 

25,400 

11,000 

14,500 

200 

200 

1,700 

1,700 

3,800 

4,500 

5,200 

8,oo: 

tinal  Dis- 
ases  8/ 

28,900 

15,400 

13,500 

800 

700 

3,400 

2,300 

6,500 

5,500 

4,700 

5, 10C 

1  Other  Eye 
isorders  9/ 

58,900 

25,900 

33,000 

5,100 

6,100 

6,900 

7,200 

7,500 

9,500 

6,300 

10, 10C 

ngenital 
ye  Dis- 
rders  10/ 

11,300 

5,700 

5,600 

3,300 

3,300 

1,000 

1,000 

700 

700  . 

700 

70C 

e  Symptoms 
ind  "Blind- 

iess  NOS" 

7,700 

3,200 

4,500 

300 

400 

1,200 

1,600 

1,100 

1,500 

700 

1,00' 

e  In- 
uries  12/ 

42,700 

33,600 

9,100 

11,600 

3,200 

16,700 

4,600 

•  3,400 

900 

1,800 

50: 

Excludes  newborn  infants   and  patients   in  Federal  hospitals.      The   inclusion  of  discharges 
of  civilians   from  Federal  hospitals  would  add  about  5  percent  to  the  figures   in  this   table. 

Based  upon  statistics  from  the  Hospital  Discharge  Survey  subdivided   into  more  detailed  disease 
and  injury  categories  using  data   from  the   Professional  Activities   Study    (inflated  to  national 
estimates  by   IMS,   America,    LTD.) 


t. 


Totals  exclude  the  special  group. 

Includes  histoplasmosis,  toxoplasmosis,  and  sarcoidosis  (most  are  in  the  last  category).   These  cases 
do  not  necessarily  involve  the  eye.   The  ICDA  codes  do  not  make  a  distinction.   ICDA  Numbers  115, 
130  and  135. 

ICDA  Numbers  190,  224  and  238.0. 

ICDA  Numbers  360  -  369. 

ICDA  Number  373. 

ICDA  Number  374. 

ICDA  Number  375. 

ICDA  Numbers  376,  377.0  -  377.4. 

All  other  ICDA  Numbers  in  370  -  379  range  plus  053.0  and  078. 

ICDA  Number  744. 

ICDA  Numbers  781.0  -  781.2  plus  379. 

ICDA  Numbers  870,  871,  921,  930,  940  and  950. 
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Table  8. 


Estimated  Number  of  Days  of  Care  for  Patients  Discharged 
from  Short-stay  Hospitals*  for  Major  Categories  of  Eye 
Diseases  and  Injuries,  by  Sex:   United  States,  1972** 


Category 

Both  Sexes 

Males 

Females 

Eye  Diseases  (exclusive  of 

infections ,  neoplasms ,  con- 

genital and  symptoms) 

2,973 

1,281 

1,690 

Eye  Injuries 

228 

182 

46 

Combined  Groups 

3,201 

1,463 

1,736 

*   Excludes  newborn  infants  and  patients  in  Federal  hospitals. 
See  also  corresponding  note  on  Table  7. 

**  Based  upon  statistics  from  the  Hospital  Discharge  Survey. 

Note:   Subgroups  do  not  add  to  totals  shown  because  of  rounding 
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5.3       Methodolgical  Documentation  of  Data  on  Hospitalization 
and  Ambulatory  Care 

The  documentation  of  the  estimates  of  physician  visits 
for  eye  care  is  relatively  simple.   The  estimates  come  directly 
from  the  first  year  of  data  collection  in  the  National  Ambula- 
tory Medical  Care  Survey  with  certain  exceptions.   These  excep- 
tions were  necessary  for  three  reasons: 

a)  Some  eye  conditions  that  were  separately  classi- 
fied in  the  ICDA  7th  revision  were  not  separately 
classified  in  the  8th  revision  used  for  NAMCS. 

An  example  is  "eye  allergies,"  which  accounted  for 
1,386,000  visits  in  the  NDTI  data. 

b)  The  NDTI  classification  which  is  based  on,  but 
more  detailed,  than  the  7th  revision  permits  ex- 
tracting data  for  eye  conditions  that  would  not 
be  available  using  either  the  8th  or  the  7th 
revision.   An  example  is  "abrasion  of  the  cornea." 

c)  The  NAMCS  data  now  available  have  not  yet  been 
tabulated  as  completely  as  one  would  like  for 
studying  a  group  of  diseases  such  as  this. 

There  are  wide  differences  between  the  national  esti- 
mates produced  by  NAMCS  and  NDTI.   However,  the  relationship 
between  the  frequency  of  visits  for  any  one  disease  from  the 
two  sources  is  very  regular.   If  one  takes  .493  times  the  NDTI 
estimate  for  a  disease  category,  that  is  comparable  between  the 
two  classifications,  one  obtains  a  fairly  close  approximation  of 
the  corresponding  NAMCS  estimate.   This  relationship  is 
illustrated  in  Intermediate  Table  R  and  Chart  S  attached. 
The  line  described  by  Y  =  .493x  is  not  a  least-squares  fitted 
line.   It  is  simply  intended  to  show  visually  that  the  relation- 
ship (obtained  by  computing  the  ratio  of  total  NAMCS  visits  to 
total  NDTI  visits  or  all  comparable  categories)  fits  the  data 
reasonably  well. 

Thus,  it  was  possible  to  use  data  from  NDTI  to  make 
reasonable  estimates  for  the  data  missing  from  NAMCS.   This 
was  the  basis  for  estimating  certain  categories  in  Table  5. 
Table  6  data,  however,  were  extracted  directly  from  published 
statistics  of  NAMCS. 

5-14      nnGr»Q& 


Intermediate  Table  R 

Comparison  of  Estimates  from  NAMCS  and  NDTI 
by  Diagnosis  or  Reason  for  Visit 


Title  and  ICDA 

Estimated  Number  Visits  (In  Thousands) 

Ratio 

NAMCS 

Inclusions  (8th  Rev.) 

NAMCS 

NDTI  (all  visits) 

NDTI 

Eye  Infections  (053.0, 
076-078,  098.2) 

N.A.  1/ 

111 

__ 

Special  Group  (115, 
130.0,  130.1,  135) 

N.A. 

290 

— 

Eye  Neoplasms  (190, 
224,  238.0) 

N.A. 

67 

— 

Eye  Allergies  (not 
separately 
classified) 

N.A. 

1,386 

MM 

Eye  Complications 
of  Diabetes  (not 
separately 
classified) 

N.A. 

443 

Eye  Inflammations 
(360-369)2/63/ 

5,297 

9,105 

.58 

Refractive  Errors 
(370) 

9,175 

18,644 

.49 

Corneal  opacity2/ 
(371) 

103 

543 

.  -19 

Strabismus  (373) 

1,234 

2,144 

.58 

Cataract  (374) 

2,723 

5,123 

.53 

. 

Glaucoma  (375) 

1,941 

4,936 

.39 

Detachment  of  Re- 
tina (376) 

246 

206 

1.19 

• 

All  Other  Eye  Dis- 
eases (372,  377, 
378) 

3,610 

9,380 

.38 

• 

Blindness,  One  or 
Both  Eyes  (379) 

94 

244 

.39 

Congenital  Eye  Dis- 
orders (744) 

58 

249 

.23 

Ophthalmia  Neonatorum 
and  Vision  Symptoms 
(781.0-781.2) 

N.A. 

276 

Open  Wound  of  Eye  (870] 

204 

477 

.43 

Abrasion  of  Cornea  and 
Eye  4/ 

N.A. 

1,051 

— 

Foreign  Body  in  Eye 
and  Adnexa  (930) 

1,233 

1,903 

.65 

Other  Injury  to  Eye 
and  Optic  Nerve  (921, 
871,  940,  950) 

505 

624 

.81 

Eye  Examination,  and 
Medical  and  Surgical 
Aftercare  of  Eye  5/ 
(Y00.6) 

N.A. 

6,632 
53,578 

.493 

Totals  for 
Comparable  Lines 

> 

26,423 



¥ 
i/ 


¥, 


Corneal  ulcer  was  included  under  inflammations  in  the  8th  revision  whereas  in 
the  earlier  code  it  had  a  separate  number  adjoining  that  for  corneal  opacity. 
Ophthalmia  neonatorum  was  included  under  inflammations  in  the  8th  revision 
whereas  in  the  earlier  code  it  had  a  separate  three-digit  category  under  "dis- 
eases of  early  infancy." 

There  is  no  separate  category  in  the  ICDA  for  this  NDTI  title. 
Medical  and  surgical  aftercare  of  the  eye  are  not  separately  classified  in  the 
ICDA  (8th  revision).   Y00.6  being  a  fourth  digit  category  can  not  be  separately 
extracted  in  the  NAMCS  data. 
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NATIONAL  ESTIMATES  OF 
Physician  Visits  for 
Various  Eye  Disease 
and  Injury  Categories 
from  Two  Sources: 
NAMCS  and  NDTI . 


N.B.  Visits  are 
"all  visits",  not 
first  visits  only. 
NDTI  data  include 
about  10-20%  of 
visits  counted  more 
than  once  when  more 
than  one  diagnosis 
was  recorded. 
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NAMCS  Estimate  (in  Thousands) 
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In  the  case  of  the  hospitalization  estimates,  the 
process  was  slightly  more  complicated.   The  plan  was  to  present 
a  table  showing  hospitalizations  (discharges  from  the  hospital) 
for  all  short-stay  hospitals  in  the  U.S.  and  days  of  care  by 
age,  sex,  and  diagnostic  category.   (Race  data  are  not  recorded 
on  many  hospital  records  so  it  was  decided  not  to  attempt  a 
race  breakdown.)   This  table  was  to  be  made  starting  with  gross 
totals  by  age  and  sex  for  eye  diseases  and  for  injuries  from 
the  Hospital  Discharge  Survey,  and  then  using  the  far  more 
detailed  statistics  from  the  Professional  Activity  Study  (which 
have  been  inflated  to  national  estimates  by  IMS,  America, 
LTD.  (PAS-IMS)  to  produce  the  diagnostic  breakdowns. 

However,  there  were  several  problems  in  doing  this: 

a)  The  PAS-IMS  data  supplied  to  us  for  the  study 

-  were  in  the  form  of  a  standard  computer  print- 
out.  This  did  not  show  age  crossed  with  sex  and 
contained  only  a  +  mark  for  any  estimate  less 
than  500.   All  other  estimates  were  rounded  to 
the  nearest  1,000.   (The  +  marks  and  the  rounding 
made  it  difficult  to  combine  small  categories 
into  larger  ones) .   Also,  the  age  groupings 
shown  were  not  those  requested  and,  hence,  did 
not  correspond  to  those  into  which  the  HDS  data 
were  grouped.   Finally,  there  were  no  figures 
presented  on  hospital  days  but  only  a  distribu- 
tion of  cases  by  length  of  stay  in  rather  coarse 
class  intervals. 

b)  The  PAS-IMS  data  did  reveal  to  us  that  our  re- 
quest for  data  from  HDS  had  omitted  some  important 
categories  of  eye  diseases.   The  request  to  NCHS 
included  only  diseases  classified  in  the  ICDA 
range  360-379  and  the  eye  injuries,  but  PAS-IMS 
showed  the  following: 
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infections  and  parasitic  ,  eye  14,000  discharges 

neoplasms,  eye  4,000  discharges 

congenital,  eye  11,000  discharges 
symptoms,  eye  and  ophthalmia 

neonatorum  6,000  discharges 

c)    The  HDS  estimates  for  injuries  were  not  shown  by 
age  because  of  sample-size  limitations. 

However,  when  the  statistics  on  discharges  for  com- 
parable groups  were  compared  between  the  two  sources,  the  agree- 
ment was  quite  close,  as  illustrated  by  the  following: 

HDS  PAS-IMS 

ICDA  codes  360-379     500,000         545,000 
ICDA  injury  codes      44,000  44,000 

N.B.   Only  primary  diagnoses  are  counted  in  each 
case.   There  is  a  slight  lack  of  compara- 
bility in  the  injury  code  line,  but  the 
agreement  is  still  close. 

Accordingly,  the  decision  was  made  to  produce  the 
table  on  hospital  discharges  from  statistics  supplied  by  HDS 
supplemented  by  the  use  of  PAS- IMS  data  both  to  provide  further 
diagnostic  detail  and  to  cover  estimates  not  covered  by  the 
request  for  data  from  NCHS.   For  hospital  days  data,  the  re- 
liance would  be  wholly  on  HDS  and  the  table  would  have  to 
show  a  minimum  of  diagnostic  detail. 

The  estimates  of  hospital  discharges  and  hospital 
days  presented  in  the  Tables  exclude  figures  for  federal  hos- 
pitals.  Federal  short-term  hospitals  contributed  approximately 
five  percent  of  the  total  experience  in  short-term  hospitals  in 
the  United  States.   It  was  decided  to  omit  this  experience  because 
of  the  difficulty  in  securing  uniform  data  for  the  various  types 
of  hospitals  in  this  group:   Veterans  Administration,  Defense 
Department,  Indian  Health  Service,  and  Public  Health  Service 
hsopitals. 


Most  of  this,  however,  was  for  sarcoidosis  included  only  because 
of  NEI  interest  and  not  confined  to  cases  involving  the  eye,  as 
explained  elsewhere. 
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A  further  problem  was  found  in  converting  H-ICDA 
codes,  used  in  PAS-IMS,  to  ICDA  codes  used  in  HDS,  but  this 
proved  relatively  simple  to  handle  because  the  PAS-IMS  data 
were  presented  in  4th-digit  detail. 

The  PAS-IMS  age  groups  were  recast  into  the  desired 
age  groupings  using  the  assumption  that  the  cases  within  an 
age  group  in  the  source  data  were  evenly  distributed  by  single 
years  of  age.   This  is  not  true,  of  course,  but  in  view  of  the 
use  to  be  made  of  the  data  (to  compute  percentage  distributions 
by  diagnosis  within  an  age-sex  category)  it  seemed  adequate. 

The  handling  of  the  sex  breakdowns  within  age  groups 
is  less  easily  defended.   There  seemed  to  be  no  feasible  alterna- 
tive (beyond  introducing  a  third  set  of  data  from  another  source) 
to  assuming  that  the  sex  ratio  exhibited  by  the  all-ages  totals 
for  a  given  PAS-IMS  diagnostic  category  held  true  for  each  age 
group  as  well.   This  was  the  assumption  made.   Fortunately, 
however,  the  most  extreme  sex  ratio  is  found  in  the  hospitali- 
zation data  for  eye  injuries  for  which  we  had  separate  statistics 
from  HDS. 

In  the  end  it  was  decided  to  use  the  PAS-IMS  data 
for  hospitalized  eye  injuries  without  change  because  both  the 
numbers  and  the  sex  ratio  agreed  quite  closely  with  the  HDS 
figures.   This  was  also  the  decision,  as  was  indicated  above, 

for  those  disease  groups,  such  as  neoplasms,  for  which  we  did 
not  obtain  HDS  figures  at  all. 

Thus,  the  statistics  on  discharged  patients,  like 
those  on  physician  visits,  are  actually  an  amalgam  of  data 
from  an  NCHS  survey  and  an  outside  source,  the  NCHS  figures 
being  the  basis  for  the  estimate  wherever  possible  because  of 
the  more  representative  sample,  but  with  substitution  of  or 
supplementation  by  the  data  from  the  other  source  where  the  NCHS 
survey  numbers  were  too  small  or  unavailable. 
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The  summary  of  the  PAS-IMS  data  employed  in  the 
hospitalization  estimates  is  shown  on  the  attached  intermediate 
table.   The  details  of  the  computations  are  available  in  the 
study  files . 

A  comparison  of  statistics  on  eye  operations  from  HDC 
(for  1972)  and  from  national  estimated  based  on  PAS  (for  1974) 
reveals  that  the  differences  are  not  great.   The  total  estimated 
operations  on  the  eye  from  the  former  source  is  604,000  and 
from  the  latter  575,000.   The  inclusions  appear  to  be  the  same 
for  both  sets  of  data  but  the  classification  by  type  of  opera- 
tion is  different,  though  not  as  different  as  it  might  seem 
upon  first  glance.   (The  organization  and  numbering  is  different, 
but  it  is  possible  to  match  most  of  the  detailed  categories  in 
the  H-ICDA  classification  with  a  number  in  the  ICDA  code. 
The  former  is  somewhat  more  detailed.) 

The  most  important  consideration,  however,  from  the 
point  of  view  of  this  study,  is  that  the  PAS  data  are  based  on 
much  larger  numbers  of  cases  and,  hence,  could  be  shown  in  more 
detail  than  those  from  HDS.  (The  HDS  statistics,  however,  are 
more  closely  representative  of  the  United  States  and  are  based 
on  probability  sampling.) 

It  was  decided  to  eliminate  the  use  of  the  HDS 
operations  statistics  that  appeared  in  the  first  draft  of  the 
report  and  rely  instead  on  the  PAS  data  received  later. 

A  consolidation  of  the  detailed  type-of-operation 
classification  was  devised  to  show  only  the  more  frequent 
types  of  eye  operations .   This  is  what  has  been  used  in 
Table  10. 


OCC102 

5-20 


<u 


to 

<u 
tr> 
u 
rd 

x: 
u 

CO 
•H 
Q 


tn 

O 

o 

in 

o 

o 

o 

o 

o 

o 

o 

o 

O 

a 

• 

• 

o 

• 

o 

• 

p- 

• 

o 

« 

o 

• 

o 

• 

o 

• 

m 

• 
o 

• 

in 

• 

o 

• 

m 

1-4 

o 

m 

o 

Cft 

r-4 

r- 

r» 

r-\ 

in 

00 

o 

co 

00 

m 

co 

p- 

*r 

o 

00 

CO 

00 

l> 

■^ 

in 

in 

r-i 

Cft 

•» 

to 

% 

* 

• 

to 

to 

to 

^ 

to 

to 

to 

to 

H 

vo 

r-i 

r- 

O 

CO 

VO 

m 

m 

m 

V 

Cft 

r* 

(«4 

«-h 

co  ■ 

Cft 

r-i 

i-4 

t-i 

CO 

■ 

CO 
CO 

m 

o 

O 

m 

o 

O 

o 

o 

o 

o 

o 

o 

o 

• 

• 

• 

• 

■ 

• 

• 

• 

• 

• 

• 

• 

• 

(0 

cm 

o 

O 

CM 

o 

O 

o 

o 

m 

o 

in 

o 

in 

<D 

*r 

o 

o 

vo 

o\ 

r-i 

00 

en 

■^ 

o 

m 

o 

r> 

r-t 

o\ 

o 

vo 

VO 

rH 

r* 

CO 

CM 

m 

r- 

CM 

vo 

00 

S 

•* 

to 

% 

to 

to 

% 

* 

to 

to 

to 

to 

to 

in 

CM 

CM 

CM 

p* 

CM 

vo 

t 

m 

CO 

CO 

vo 

•H 

CO 

CO 

l-l 

rH 

CM 

CO 

00 

H 

CM 

o 

m 

o 

m 

O 

o 

in 

O 

m 

o 

o 

o 

o 

• 

• 

• 

• 

• 

• 

• 

« 

• 

• 

• 

• 

• 

+ 

o 

p» 

o 

r- 

o 

o 

r» 

o 

CM 

o 

in 

o 

o 

m 

vo 

o 

vo 

■«■ 

co 

o 

^« 

CO 

cn 

VO 

o 

CO 

P- 

vo 

p* 

■* 

p* 

o 

vo 

00 

r4 

o 

CO 

*r 

p» 

CO 

Cft 

•k 

to 

^ 

to 

to 

to 

to 

to 

•* 

to 

to 

f-i 

t> 

r-l 

o 

CO 
CM 

VO 

H 

CM 

H 

H 

rH 

CM 

CO 
Cft 
CM 

, 

o 

o 

o 

O 

O 

o 

O 

o 

O 

in 

o 

in 

T 

1 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

« 

• 

VO 

o 

o 

o 

o 

o 

o 

o 

o 

o 

CM 

o 

CM 

| 

co 

^J* 

■*r 

^ 

p» 

o 

00 

t-t 

^r 

CM 

*r 

r-i 

o 

00 

CM 

vo 

vo 

00 

T 

CO 

in 

CM 

Cft 

CO 

O 

VD 

to 
r-l 

to 
CO 

to 

CO 

m 

• 

CO 

in 

o 

in 

O 

in 

G 

o  . 

m 

o 

in 

O 

o 

o 

o 

d 

r-i 

Cft 

in 

o 

r* 

O 

CM 

O 

o 

CM 

o 

CM 

O 

in 

o 

I 

CM 

p» 

00 

o 

in 

p» 

CM 

r» 

i> 

cn 

o 

in 

CO 

o 

•H 

co 

00 

o  . 

eft 

•    «-i 

VO 

a\ 

m 

«3* 

CO 

en 

to 

T 

^ 

00 

co 

vo 

CO 

eft 
in 

l> 

a\ 

CO 

•-t 

f-i 

CM 

in 

r-i 
r-i 

in 

m 

o 

o 

o 

o 

o 

o 

o 

O 

m 

O 

m 

cft 

• 

• 

• 

• 

• 

• 

• 

• 

* 

• 

• 

• 

• 

co 

CI 

p- 

o 

o 

o 

o 

o 

o 

o 

O 

r- 

o 

p» 

■*r 

in 

vo 

in 

CO 

in 

00 

CO 

CM 

r-i 

CM 

vo 

VO 

o 

CM 

"* 

00 

m 

CO 

CO 

^J1 

r-» 

00 

l-i 

P^ 

*r 

VO 

CM 

*» 

vo 

^ 

r- 

CO 

rH 

CM 

r- 

r-i 

t-\ 

CO 

rH 

in 

1 

o 

o 

o 

o 

o 

O 

O 

m 

O 

O 

o 

in 

Cft 

I 

• 

• 

•' 

• 

• 

• 

• 

■ 

• 

• 

• 

• 

r-i 

o 

o 

o 

o 

o 

o 

o 

p* 

o 

o 

o 

P» 

o 

o 

CM 

00 

in 

CO 

cr* 

** 

Cft 

f-4 

Cft 

in 

o 

r- 

00 

en 

00 

00 

1" 

CO 

o 

00 

Cft 

Cft 

CM 

(-1 

to 

to 

to 

« 

to 

to 

to 

CM 

Cft 

CM 

H 

m 

CM 

rM 

00 

CO 

a\ 

in 

o 

o 

in 

o 

O 

o 

O 

o 

o 

o 

O 

o 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

1 

r- 

o 

o 

CM 

o 

o 

o 

o 

o 

o 

o 

o 

o 

CN 

00 

vo 

O 

co 

r» 

CM 

in 

CO 

in 

in 

r* 

«r 

o 

1-1 

■*• 

to 

00 

to 
o\ 
m 

<T 

r-i 

** 

CO 

vo 

•H 
vo 

r-i 

CM 

to 

00 

p» 

o 

r-. 

01 
(U 

o 

o 

o 

o 

O 

o 

O 

o 

o 

o 

o 

o 

O 

On 

in 

in 

o 

in 

o 

o 

m 

o 

o 

in 

in 

o 

o 

< 

CM 

p- 

o 

I-* 

o 

o 

CM 

o 

o 

CM 

r» 

in 

in 

to 

•*» 

to 

to 

to 

to 

to 

•fc 

to 

^ 

^ 

to 

>H 

CM 

r-i 

^ 

CI 

CO 

f-l 

<J\ 

CM 

o 

rH 

r» 

CM 

**» 

f-l 

r-i 

CM 

vo 

CO 

CM 

CO 

vo 

r-i 

T 

CM 

*. 

CO 

VO 

>i 

0 

a> 

H 

>l 

>1 

O 

w 

w 

Cr> 

01 

— 

(U 

a> 

\ 

0) 

g 

-p 

+» 

.     (0 

and 
NOS' 

P 

Xi 

^1 

x: 

o 

cu 

04 

(U 

RJ 

+1 

P 

•H 

<u 

a) 

U) 

0) 

o 

a 

•p 

o 

o 

«3 

a 

>1 

01 

•H 

3 

VM 

n] 

X  ^ 

X  -. 

a) 

>1 

w 

e  Symptoms 
'Blindness 

0] 

r-i 

0 

0 

o 

0 

<U  r-l 

0)  rH 

CO 

H 

<D 

<d 

•H 

u 

S 

01 

— '  id 

~  nj 

-H 

r-i    01 

•rl 

P 

P 

a 

o 

(0 

<3 

3 

4J 

+> 

Q 

VI    (0 

id  u 

u 

0 

(0 

o 

e 

pH 

g 

P-W 

CCJ  -rl 

ai  a) 

■P   0) 

3 

E-t 

o 

•rl 

•H 

en 

VM 

oi 

o  g 

£  C 

rH 

A  tn 

•H  T3 

•r 

i 

c 

+J 

id 

<d 

c 

•rl 

id  a> 

o  <u 

id 

-P  <d 

C    5H 

C 

en 

o 

•H 

rH 

H 

XI 

M    tn 

o  m 

c 

O  <1» 

<y  o 

H 

id 

a> 

o 

04 

id 

«j  c 

3  c 

•rl 

in 

tn  oi 

•H 

•H 

0) 

o 

<u 

rl 

■M   o 

«j  o 

-P 

rH  -H 

C   -rl 

111 

a 

c 

a, 

<D 

>i 

-P 

m  o 

r-t    o 

(i) 

f-\  a 

o  a 

>>- 

> 

i 

1 

H 

co 

Z 

w 

CO 

o 

o 

« 

< 

CJ 

w 

fr. 

>t 

<u 

<D 

jg 
■p 

o 
■p 

13 
<U 
P 

id 

r-l 

<D 
U 

-P 
O 

c 

n 

<u 

01 

<d 
o 

0) 

TJ 

3 

r-i 
O 

c 

•rl 

(0 
01 

(U 


<U 

M 
0 

VM 
0) 
X) 

ti 

0) 

+> 
o 

c 

0) 

r< 


01 


2  "rl 

o  o< 

rl    <U    O    e 

HH   >  +>■ 

m 

3  13  d) 

0  =     id  U 
p  oi       n> 

C  O  -P 

•h  cr.  O  oi 

rl<C« 

a  -rl 

rH    O    rl 

rl  rH  TJ    O 

a)  *«:  tn 

pr  c  a> 

3  O  +» 

Qj  U  p  <d 

e  o  <w  o 
o  «w  o 


o 


<d  (d 
C  P 

o 


o 

01    01  -rl 

r-i    CUP 

3  oi 
O  0 

M    C 


tn-P  O*  Cn 

•H  id 

rl    <U  X-rl 

0  Xi  Q)  T) 


0) 

XJ 
+»     • 

•d 

S  <u 


01 

r-i 
Q)  r-i 

Xi  id 
P 

rl 


O  C  13  o 
rl  -r|   c;  «w 


VW 


id 


01 
-  O    01  r-i 

id  o  o*  id 


c 

id  c 

a  <y 

ni 

cu 

13  > 

<u  id 

MXTJH 


3  P 
O  O 
U  Eh 
IP 

<U  • 
to  01 

id  g 


Q 
O 
U 


<d       v 

0<  01  rH 
0)  H  -rl 
rl     Id     Id     04 

a,  <u  p 

>i  co  tr> 
*      Q  C 

01  Cft         -H 
HJ    I  T3 

QJ  co     •  G 

0  o   3 
X!  'O  m  0 

01  C  CM    M 

id 

P  VM 

01  01  O 

M    <U 

id    rl 

<U  (U  <d  oi 

£  >iO   3 

jj      c: 

CM 

g    I    vU  0)  0 

0  o  x:x>  o 

rl  -P 

MH    01  G  Xi 

040  > 

<U  3  P  O 

MO  rC 

Id   M  TJ    01 

tn  (U 
13   01 


U 
O 
3 


0) 


o 
id 
a> 

u 
o 


id 

-p    CJ    G  r-i  VM 

»d  cr>  3  id 
13  <  O 

rl 


d) 
01 


P 

O 

4J 


QJ 


cinditl  . 
x:  a  <u  x:  xt 
h  m  x»  P  -P 


0) 

o 

M 

3 
O 
W 


I 

{3 

0» 
O     • 
01 

r-i    <0 

id  01 
U  id 
•H  W 
>  0) 
•rl 
TJ   Q 

C 

id  0 
>i 

Oi  w 

>1 

Ct)  M 
(!) 
0)  X! 
X!  P 
■P  O 

VM  rH 

°3 

Ms 

0) 

px; 

0)   P 

0  -H 
N    5 

01  C 
<U-H 
CU 

H    G 

XI  o 

M 
«P  XJ 
O  -P 

tn  cj) 
CXI 

•rl 

+> 

01 
•rl 

01 

G 
O 


O 
■P 

0)    04 


p 


OX  o 

rH  rH 
s     rH    Id 

O-rl     C 

>l3-rl 

W  «« 

04 

3  <1) 


0) 

x: 
+> 

VH 

o 


id 
01  xi 

3  +> 


25 

VM 

-P  0 


O 
•H 
P 


4J 

M 

id 
CU 


o  x:  id 

<u  P 

VM 

3 

H 


M 

o 

VM 


01 

id 
0 

3 
O 


id  t> 


01  01  Xt 
O  -H 

rl    P   rH 
3-H  rH 

tn  >-H 
H  -H   ? 

p 
o  01 

G 


VM 


0) 

x: 


p 
o 


3X5 
r-iH 


5-21    000103 


6.   DATA  ON  DIRECT  AND  INDIRECT  COSTS  OF  VISUAL  DISORDERS 


6 .1       Evaluation  of  Existing  Data 

With  the  single  exception  of  the  series  of  estimates 
produced  by  the  Office  of  Research  and  Statistics,  Social  Security 
Administration,  there  is  no  regular  "source"  of  statistics  on 
costs.   One  has  to  look  to  the  individual  efforts  of  various  re- 
searchers in  special  studies.   As  we  have  reported  earlier,  the 
efforts  to  construct  estimates  for  visual  disorders  and  disabil- 
ities, or  for  blindness  alone,  are  few  and  far  between,  and  lack 
comprehensiveness  and  adequate  documentation. 

Fortunately,  the  SSA  series  have  resulted  in  a  much 
improved  methodology  for  estimating  costs  of  disease,  and  we  have 
borrowed  heavily  on  these  methods  in  preparing  the  estimates  for 
this  study.   The  methods  rely  entirely  on  putting  together  figures 
from  a  variety  of  sources .   No  new  data  are  collected  for  this 
specific  purpose. 

The  estimates  made  by  SSA  have  not  focused  specifically 
on  eye  diseases  and  resulting  disability.   In  the  pioneering  study 
by  Dorothy  Rice  (Rice,  Dorothy  P.:   "Estimating  t  .e  Cost  of 
Illness,"  Health  Economics  Series  No.  6,  Public  Health  Services, 
DHEW,  May  1966)  estimates  are  provided  of  the  national  health 
expenditures  for  selected  categories  of  diseases.   For  "diseases 
of  the  nervous  system  and  sense  organs"  there  is  an  estimate  of 
$1,416.4  million,  which  covers  hospital  and  nursing  home  care, 
and  physicians'  and  nursing  services  (Table  2).   This  estimate  is 
for  1963.   Morbidity  losses  for  the  same  group  of  diseases  in  that 
year  are  put  at  $1,525.5  million  (Table  16)  and  mortality  losses 
at  $299.8  million  (Table  5). 
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The  methods  developed  by  Dorothy  Rice  and  her 
colleagues  have  not  been  used  before  for  the  visual  disorders 
alone,  so  in  this  respect  this  study  represents  a  first. 

In  appraising  the  data  available  for  making  esti- 
mates of  cost,  much  of  what  has  already  been  said  about  the 
statistics  on  prevalence  and  on  medical  care  for  visual  dis- 
orders still  applies,  since  these  are  heavily  relied  upon. 
For  lost  productivity  due  to  eye  diseases  the  Health  Interview 
Survey  is  the  sole  source.   Temporary  disability  is  measured 
in  terms  of  "days  lost  from  work"  and  permanent  disability 
in  terms  of  "limitation  of  activity."   The  statistics  on 
volume  of  services  (visits  to  physicians,  days  in  the  hospital 
and  days  of  nursing  home  care)  come  from  the  NCHS  surveys 
already  discussed,  except  that  the  visit  statistics  were 
supplemented  by  the  use  of  NDTI  data  for  missing  categories. 
Statistics  on  some  kinds  of  services  are  lacking,  as  we  shall 
point  out  in  discussing  the  estimates. 

Along  with  figures  on  lost  productivity  and  volume 
of  services,  one  needs  data  on  the  unit  costs  of  a  day  of 
lost  productivity  and  a  unit  of  service.   The  former  are  fairly 
readily  available  in  statistics  from  Census  surveys,  though 
a  number  of  hotly  debated  issues  arise  when  efforts  are  made 
to  put  a  price  on  the  services  of  housewives. 

The  study  staff  was  surprised  to  find  how  difficult 
it  was  to  secure  nationally  representative  data  on  the  prices 
of  particular  services  related  to  eye  care.   What  is  the 
average  cost  of  a  first  visit  to  an  ophthalmologist?  Many 
hours  were  devoted  to  seeking  a  reasonable  answer  to  that 
question.   What  is  the  average  cost  of  the  major  eye  opera- 
tions? Again,  the  data  are  scarce  and  hard  to  come  by. 
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Nevertheless,  despite  missing  data  and  the  lack  of 
previous  efforts  relating  specifically  to  eye  disorders  and 
disabilities,  we  believe  the  figures  produced  for  this  report 
will  serve  NEI's  purposes  adequately.   The  data  sources  and 
methods  will  be  more  completely  described,  the  shortcomings 
acknowledged,  and  the  result  will  be  more  comprehensive  than 
anything  done  before. 

It  is  perhaps  also  true  that  the  degree  of  reliability 
required  for  estimates  of  this  sort  is  lower  than  is  needed,  for 
example,  in  an  estimate  of  the  prevalence  of  blindness  due  to 
glaucoma.   Certainly,  SSA  claims  no  high  degree  of  precision  in 
figures  published  by  the  ORS ,  which  have  nevertheless  proven 
exceedingly  useful. 

In  order  to  permit  the  better  estimation  of  the  cost 
of  eye  diseases  and  injuries  (and  for  that  matter,  of  any  other 
disease  category)  more  detailed  and  nationally-representative 
statistics  on  the  prices  of  health  care  services  are  needed. 
The  Consumer  Price  Index  data  are,  in  the  opinion  of  the  study 
staff,  inadequate  for  a  study  of  this  sort. 
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6.2       Presentation  and  Comments  on  Data  Estimates  of  Direct 
and  Indirect  Costs  of  Eye  Disorders  and  Disabilities 

The  statistics  on  economic  costs  are  organized  follow- 
ing the  model  established  by  Dorothy  P.  Rice  in  "Estimating  the 
Cost  of  Illness,"  (see  Section  6.1  for  complete  reference). 
There  are  certain  gaps  in  the  data  which  have  already  been 
alluded  to  and  which  should  be  kept  in  mind.   It  is  particularly 
important  to  remember  that  the  value  of  taxes  and  transfer  pay- 
ments should  not  be  added  to  the  direct  and  indirect  costs  as 
estimated  in  Tables  12-18,  since  this  would  result  in  double 
counting  of  dollars. 

These  methods  have  been  improved  upon  in  more  recent 
work  by  Cooper  and  Rice -particularly  with  respect  to  assumptions 
about  the  value  of  a  housewife's  services.1   We  have  also 
adopted  these  changes . 

A  number  of  the  figures  are  subject  to  a  good  deal 
of  uncertainty  because  of  assumptions  that  have  been  made. 
These  are  covered  in  Section  6.3.   Information  provided  in  this 
section  should  not  be  separated  from  the  tables  since  the  user 
should  be  aware  of  the  limitations  of  the  data. 


*See  Cooper,  Barbara  S.  and  Rice,  Dorothy  P.:   "The  Economic 
Cost  of  Illness  Revisited",  (To  be  published  February  1976  • 
Social  Security  Bulletin) . 
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The  data  shown  in  Table  11  on  taxes  and  transfer 
payments  are  known  to  be  incomplete,  but  this  was  considered 
to  be  of  secondary  importance  because  the  emphasis  was  on 
attempting  to  cover  the  direct  and  indirect  costs .   Two 
examples  may  be  cited: 


1.   It  is  known  that  a  number  of  States  and  local 
areas  provide  exemptions  of  one  kind  or  another 
to  persons  who  are  blind.   There  was  no  central 
repository  of  such  information,  so  no  effort  was 
made  to  ascertain  the  amount  of  state  and  local 
tax  revenue  lost  because  of  blindness . 


2.   No  effort  has  been  made  to  aggregate  the  total 
expenditures  of  state  and  local  governments  and 
private  voluntary  groups  in  services  to  the 
blind.  '  We  were  given  an  estimate  made  by  the 
National  Accreditation  Council  based  on  figures 
supplied  by  accredited  programs  supplemented  by 
an  estimate" for  the  remaining  programs.   The 
estimate,  which  was  $390  million,  is  considered 
to  be  quite  rough.   It  overlaps  some  of  the 
money  included  in  Table  18. 


Not  all  of  the  steps  of  estimation  of  indirect  costs 
are  shown  in  Tables  18A-D  since  they  are  quite  voluminous. 
Some  of  these  steps  are  covered  in  Section  6 . 3  and  the  inter- 
mediate tables  are  included  in  the . study  files . 
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Table  11.   Summary  of  Estimates  of  the  Economic  Costs  of  Visual 
Disorders  and  Disabilities:   United  States,  1972  V 


Category  of  Expenditures  Expenditures  or  Losses 

or  Loss  (in  millions  of  dollars) 

Direct  Costs 

Visits  to  Ophthalmologists  2/  $      352.5 

Visits  to  Other  M.D.'s  2/  50.1 

Eye  Surgery  3/  273.7 

Optometrists1  Services  and  Materials  1,196.7 

In-patient  Hospital  Care  336.8 

Nursing  Home  Care  829.3 

Ophthalmic  Drugs  and  Optical  Goods  £/  564. 6 

Total  $3,603.7 

Indirect  Costs  (Loss  of  Earnings) 

Days  Lost  from  Work  (acute  episodes)  $   105.4 

Persons  Unable  to  Work  775.9 

Women  Unable  to  Keep  House  184.7 

Institutionalized  Persons  419 .2 

Total  $lf485.2 

Selected  Transfer  Payments 

Loss  of  Federal  Income  Taxes  from 

Blindness  Exemptions  —  1972  $    15.0 
Training  of  Teachers  for  Visually  Handicapped 

(U.S.  Office  of  Education)  —  FY  1972     "  1.8 
Rehabilitation  of  Blind  and  Visually 

Handicapped  (Rehab.  Serv.  Admin.)  —  FY  1974  51.1 

National  Center  for  Deaf  and  Blind  Youths  (RSA)  .6 
Supplemental  Security  Income  for  the  Blind 

(SSA)  —  FY  1974  127.1 

Aids  for  Blind  Veterans  (VA)  —  FY  1974  1.7 
Compensation  and  Pension  for  Blind  and 

Visually  Impaired  Veterans  (VA)  —  FY  1974  155.0 

Rehabilitation  of  Blind  Veterans  (VA)  —  FY  1974  6.1 


1/  For  source,  see  detailed  tables. 

2/   These  expenditures  were  estimated  for  1973  instead  of  1972. 

3/  This  estimate  is  for  1974. 

4/  Sale  of  optical  goods,  which  is  the  bulk  of  this  category, 

includes  any  fees  paid  to  opticians.   See  Table  16,  footnote  3 
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Table   13. 


Selected  List  of  Eye  Operations  with  Estimated  Annual 
Frequency,    National  Average   Charges,    and  Total   Expenditures 
United  States,    1974.    1/ 


Procedure  Name 


Nat'l  Av, 
Charge 


Est. 
Freguency 


Total 

Expenditure 
(in  thousand 


Enucleation  of  eyeball 

Pterygium 

Keratoplasty 

Iridectomy 

Extraction  of  lens,  all  types,  unilateral 

Reattachment  of  retina,  exclusive  of  light 
coagulation  of  retinal  breaks 

Eye  muscle  operation,  any  type,  in  single 
stage 

Blepharotomy,  incision  or  excision  . 

Elepharoptosis  repair,  unilateral 

Excision  of  conjunctival  lesion;  cyst 

Dacryocyctorhinostomy 

Lacrimal  Tract  dilation,  probing  and/or 
irrigation  conaliculus,  lacrimonasal  duct 


All  other  operations  for  which  data  seemed 
reasonably  good 

Total 


Operations  for  which  some  guesswork 
regarding  charge  was  necessary 


Grand  Total 


$352 
169 

1000 
430 
559 

820 

379 
50 

576 
37 

503 

19 


varied 


varied 


9,000 

8,000 

4,000 

13,000 

333,000 

24,000 

61,000 

21,000 

6,000 

4,000 

4,000 

6,000 


18,000 
511,000 

64,000 
575,000 


$  3,168 
1,352 
4,000 
5,590 

186,147 

19,680 

23,119 

1,050 

3,456 

148 

2,012 

114 


5,698 
$255,534 

$   18,120 
273,654 


1/  The  operations  shown  here  were  selected  on  the  basis  of 
freguency.   The  more  detailed  background  data,  including 
assumptions  made,  are  available  in  the  study  files.   The 
terminology  for  the  procedures  is  an  abbreviated  version 
of  that  used  in  the  California  Relative  Value  Study. 
Source  material  for  the  National  Average  Charges  was 
information  collected  by  the  Health  Insurance  of  America 
(HIAA) .   Estimated  freguencies  are  based  on  PAS-IMS  data 
See  text  for  details. 
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Table  15.  Expenditures  for  In-patient  Hospital  Days  for  Eye  Care 
United  States,  1972 


Days  of  Expense  per  Total 

In-Patient  Care  In-Patient  Day  Expenditures 

Diseases  of  the  Eye    2,973,000         $105.21  $312,789,330 

Eye  Injuries            228,000         $105.21  23,987,880 

Total            3,201,000  $336,777,210 


JFor  source  of  statistics  on  hospital  days,  see  Table  8.   The 
figure  on  expense  per  in-patient  day  is  from  Hospital  Statistics, 
1975  Ed.,  published  by  the  American  Hospital  Association. 


1 1  Li  t-  -i-  <*■  ' 

""JL.X 


Table  16.   Expenditures  for  Nursing  Home  Days  for  Eye  Care 
United  States,  1972 


NURSING  HOME  CARE  1/       50,443,000  days 

COST  PER  DAY  2/  $16.44 

TOTAL  COST  $829,282,920 


1/  Based  on  an  estimate  of  138,201  persons  confined  to 
nursing  homes  as  a  result  of  eye  problems.   This  was 
multiplied  by  365  to  provide  an  estimate  of  nursing 
home  days.   Data  are  from  the  1973-74  Nursing  Home 
Survey.   See  Section  5.3  for  details. 

2/  This  cost  per  day  is  based  on  an  average  charge  of 
about  $500  per  month  or  $6,000  per  year. 
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Table  17.   Expenditures  for  Ophthalmic  Drugs  and  Optical  Goods: 
United  States,  1972 l 


All  Ophthalmics  2 

$  47,460,000 

Miotics.  (.6120) 

29,045,520 

Mydriatics  (.0934) 

4,432,764 

Ophthalmic  Decongestant  ( 

.1309) 

6,212,514 

Other  (.1637) 

7,769,202 

Sales  of  Optical  Goods  3 

517,171,000 

Total 

$564,631,000 

xDrug  expenditures  based  on  Social  Security  Administration 
National  Health  Expenditure  series  for  1972  subdivided  to 
show  ophthalmic  drugs  using  wholesale  dollar  values  from 
National  Prescription  Audit  data  for  1968.   Optical  goods 
expenditures  based  on  sales  data  from  1972  Census  of 
Retail  Trade. 

2Method  of  estimation  is  set  forth  in  Section  6.3. 

3This  represents  98  percent  of  all  sales  made  in  optical 
goods  stores.   These  are  establishments  primarily  engaged 
in  the  retail  sale  of  eyeglasses  and  related  optical  goods 
Establishments  whose  receipts  are  primarily  from  eye 
examinations  and  prescription  of  glasses  or  contact  lenses 
are  excluded.   Data  are  from  the  1972  Census  of  Retail 
Trade.   RC   72-L,  p.  20. 
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6.3       Methodological  Documentation  of  Data  on  Direct  and _ 
Indirect  Costs  of  Visual  Disorders  and  Disabilities 


6.3.1     Direct  Costs 

The  general  strategy  for  making  estimates  for  direct 
costs  was  to  start  with  statistics  on  volume  of  services  that 
had  been  put  together  for  purposes  of  the  section  on  Estimates 
of  Medical  Care  Services  Used  in  Eye  Care  or  which  were  obtained 
specifically  for  the  purpose  of  making  the  cost  estimates. 
These  estimates  were  then  multiplied  by  estimates  of  the  average 
charge  for  each  service  whether  paid  for  directly  by  the  con- 
sumer or  through  some  third-party  mechanism. 

In  the  case  of  physicians'  services  the  statistics 
had  already  been  brought  together  for  the  Medical  Care  Ser- 
vices section,  but  it  was  necessary  to  break  the  figures  down 
at  least  into  first  visits  and  subsequent  visits  and  between 
ophthalmologists  and  other  physicians  because  the  charges  differ 
markedly  for  those  four  sub-categories.   The  distribution  of 
the  visits  within  each  of  four  broad  reason-for-visit  categories 
as  between  opthalmologist-f irst  visits,  opthalmologist-other 
visits,  other  physician-first  visits,  and  other  physician-other 
visits  was  carried  out  based  on  percentages  computed  from  the 
NDTI  estimates. 

The  average  charge  figures  for  ophthalmologists  were 
a  problem.   We  finally  found  a  statistic  for  first  visits  in 
a  special  study  conducted  by  BLS  in  the  fall  of  1971.   This 
was  updated  to  1973  using  CPI  averages  for  physician's  fees. 
For  the  subsequent  visits  to  ophthalmologists  a  figure  for 
subsequent  visits  to  surgeons  was  used  (because  ophthalmology 
is  considered  one  of  the  surgical  specialties) .   This  was 
obtained  from  Profile  of  Medical  Practice,  '74,  published  by 
the  American  Medical  Association.   For  other  M.D.'s  the  fees  were 
assumed  to  be  the  same  as  for  General  Practice  and  were  also 
found  in  the  A.M. A.  report. 
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The  source  material  used  for  the  frequency  of  various 
eye  operations  was  the  same  as  used  in  the  table  in  the  Section 
on  Hospitalization  and  Ambulatory  Care,  namely,  national  estimates 
for  1974  based  on  data  from  the  PAS  abstracting  system,  prepared 
by  IMS  America,  LTD.   These  were  classified  by  type  of  operation 
using  the  H-ICDA  classification. 

The  source  material  for  the  national  average  charges 
was  information  collected  by  the  Health  Insurance  Association 
of  America  (HIAA)  for  1974  and  supplied  for  the  purposes  of  this 
study  (with  HIAA's  permission)  by  the  Institute  of  Medicine, 
National  Academy  of  Sciences.   These  were  classified  by  type  of 
operation  by  the  procedure  code  used  in  the  196  0  edition  of  the 
California  Relative  Value  Study. 

The  two  classifications  are  entirely  different,  and 
it  required  detailed  study  to  match  the  categories .   It  was 
possible,  however,  to  match  the  categories  with  a  good  deal  of 
confidence  for  511,000  of  the  total  of  575,000  operations  which 
were  performed  in  1974,  according  to  PAS.   (This  was  principally 
assisted  by  the  fact  that  333,000  of  these  operations  were 
various  types  of  cataract  operation  for  which  the  national  average 
charge  was  $559,  and  another  61,000  were  eye  muscle  operations 
for  which  the  national  average  charge  was  $379.) 

These  511,000  operations  when  multiplied,  category  by  ,Vjj' 
category,  by  the  appropriate  national  average  charge  added  up  to 
$255,534,000  in  charges.  ,, 

For  the  remaining  64,000  operations  a  certain  amount  of 
guesswork  was  necessary.   A  good  many  of  them  fell  into  residual 
categories,  such  as  "eyelid  repair  and  plastic  operations  not  else- 
where classified"  of  which  there  were  16,000.   The  guessing  was 
based  on  the  charges  for  other  operations  on  the  same  organ  of  the 
eye  and  upon  whether  the  operation  involved  "plastic"  work 
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(considered  most  expensive) ,  excision  or  incision  (moderately 
expensive) ,  or  puncture,  drainage,  probing,  etc.  (considered  less 
expensive) .   These  remaining  operations  were  dealt  with  in  13 
subcategories  for  which  informed  guesses  as  to  average  charge  had 
to  be  made.   In  aggregate  these  64,000  operations  were  valued  at 
$18,120,000.  .  Since  this  amount  is  only  about  7  percent  of  the 
grand  total  of  $273,654,000  it  is  not  believed  that  errors  in  the 
guessing  would  affect  the  total  greatly. 

The  record  of  the  computation  is  rather  lengthy  and 
will  not  be  included  here  but  will  be  available  in  the  files  of 
the  study. 
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For  optometrists'  services  the  volume  statistics 
were  taken  from  Vital  and  Health  Statistics  Series  10,  No.  28. 
These  data  (which  -were  the  most  recent  we  could  find)  related 
to  FY  1964.   They  were  updated  to  1972  by  projecting  the  rates 
by  age  and  sex  onto  1972  population  figures. 

Optometrists '  charges  for  adults  are  the  usual  fee  . 
for  examination,  prescription,  and  dispensing  of  eyeglasses 
as  reported  in  Average  Retail  Prices  of  Selected  Commodities 
and  Services,  Fall  1971,  Department  of  Labor,  BLS,  1973,  p.  5. 
The  1971  fee  is  updated  to  1972  by  linking  into  the  change 
in  the  CPI  for  examination,  prescription,  and  dispensing  of 
eyeglasses.   Charges  for  children  are  assumed  to  be  .9742  of 
adult  charges,  based  on  the  ratio  of  the  cost  of  dispensing 
eyeglasses  to  children  ($29.43)  versus  the  cost  to  adults 
($30.21).   These  costs  come  from  Average  Retail  Prices  . . . , 
Fall  1971,  p.  5,  and  are  costs  of  a  visit  to  an  optician. 


CPI  Examination,  Prescription, 
and  Dispensing  of  Eyeglasses 


Optometrists '  Charges 
Adult 
Child  ($46.51  x  .9742) 


Index   Index 


120.3    124.9 


Actual 
1971 
$44.80 
N.A. 
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Change 


.0382 


Estimated 

1972 
$46.51 
$45.31 
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The  statistics  from  the  Hospital  Discharge  Survey 
for  1972  were  the  source  of  the  3,201,000  days  of  hospital 
care  attributable  to  diseases  and  injuries  of  the  eye  in 
Table  15. 

Expenses  per  in-patient  day,  1972,  come  from  Hospital 
Statistics,  1975  Edition,  p.  4,  American  Hospital  Association. 
Expenses  per  in-patient  day  are  generally  assumed  to  be  the  same 
as  charges  per  in-patient  day  since  93.6  percent  of  non-federal 
short-term  general  and  other  special  hospital  beds  were  in 
not-for-profit  institutions  in  1972. 

In  the  case  of  nursing  home  care,  there  was  a  problem. 
We  had  no  statistics  on  the  numbers  of  persons  confined  to 
nursing  homes  because  of  an  eye  disease  or  vision  impairment. 
A  large  proportion  of  persons  in  nursing  homes  has  defective 
vision,  but  only  a  fraction  of  these  are  there  principally  be- 
cause of  the  visual  problem.   We  assumed  that  those  classified 
in  the* 1973-74  Nursing  Home  Survey  as  having  severely  impaired 
vision  were  there  principally  because  of  that  problem.   There 
were  an  estimated  138,201  such  persons  in  the  Survey.   An 
equal  number  on  every  day  of  1972  would  result  in  50",  443,000 
days  of  nursing  home  care. 

The  average  charge  was  computed  from  other  data  from 
that  same  Survey.   The  median  charge  for  "glaucoma  or  cataract" 
cases  was  $466  per  month.   The  average  charge  (excluding  "ne^ 
charge")  was  about  $504.   We  used  a  figure  of  $500  per  month, 
or  $6,000  per  year,  equivalent'  to  $16.44  per  day.         *' 
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Estimating  the  cost  of  prescription  drugs  for  eye 
care  was  carried  out  in  the  following  steps: 

Wholesale  Dollar  Value  of  all  prescriptions  filled  in  1968: 

2,039,448,000 
Wholesale  Dollar  Value  of  all  ophthalmic  prescriptions  filled  in  1968 

11,416,000 
Ratio  =  .0056 


1968  Wholesale  Dollar  Value  Distribution  between  types  of  ophthalmics 

all  Ophthalmics  11,416,000  100.00 

Miotics  6,987,000  61.20 

Mydriatics  1,066,000  9.34 

Ophthalmic  Decongestant  1,494,000  13.09 

Other  1,869,000  16.37 

1972  Total  Drug  &  Sundries  Expenditures  -  $8,475,000,000 
1972  Expenditures  for  Ophthalmics 
$8,475,000,000  x  .0056  =  $47,460,000 

All  Ophthalmics  $47,460,000 

Miotics  (.6120).  $29,045,520 

Mydriatics  (.0934)  $  4,432,764 

Ophthalmic  Decongestant  (.1309)                     $  6,212,514 

Other  (.1637)  '           •     $  7,769,202 

6-22        QCC125 


The  sources  for  the  above  figures  are: 

Wholesale  dollar  value  of  ophthalmic  prescriptions 
and  all  prescriptions  in  1968:   1968  National 
Prescription  Audit,  Therapeutic  Category  Report, 
General  Summary.   Report  supplied  by  NIH.   (Later 
figures  from  NPA  were  available  but  would  have 
cost  a  considerable  amount  of  money.   Since  1968 
data  were  available  at  no  additional  cost,  having 
been  secured  for  another  purpose,  it  was  decided 
that  the  slight  improvement  in  accuracy  was  not 
worth  the  additional  sum.   Drug  expenditures 
represent  only  1.3  percent  of  all  direct  costs.) 

Retail  expenditures  for  drugs  in  1972:   1974 
Statistical  Abstract,  Table  100,  National  Health 
Expenditures  by  Object:   1950  to  1972. 

Table  17  also  includes  a  figure  for  sales  of  optical 
goods.   The  source  of  this  figure  is  given  in  the  footnote  to 
the  table. 


,if' 
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6.3.2     Indirect  Costs  —  Institutional  Population 

The  data  for  the  institutional  population  come  from 
estimates  of  the  numbers  of  persons  confined  to  institutions 
with  severe  visual  impairment.   These  were  made  in  the  course 
of  preparing  the  prevalence  estimates  (q.v.).   It  was  again 
assumed  that  those  with  severe  visual  impairment  were  confined 
because  of  the  eye  problem.   These  population  data  were  then 
reduced  to  reflect  the  number  of  males  and  females  in  the 
appropriate  age  categories  who  would  have  been  employed  if 
they  were  not  institutionalized.   The  same  procedure  is 
followed  for  females  who  would  have  been  keeping  house.   These 
figures  come  from  the  following  sources: 

For  the  population  that  would  have  been  employed, 
we  have  used  unpublished  data  provided  by  the  Bureau  of 
Census . 

For  the  females  who  would  have  been  keeping  house 
we  have  used  figures  from  Table  A-28,  Labor  Force  Status  of 
Civilian  Non-Institutionalized  Population  by  Age,  Sex  and 
Reasons  for  Non-Participation.   This  comes  from  the  Special 
Labor  Force  Report  No.  142  published  by  the  Department  of 
Labor,  Bureau  of  Labor  Statistics. 

■        '.' 

Once  the  numbers  of  individuals  in  each  of  the  three 
categories,  that  is,  males  and  females  who  would  have  been 
employed  and  females  who  would  have  been  housewives  are 
determined,  they  are  then  multiplied  by  mean  earnings  for  those 
who  would  have  been  employed  or  loss  of  economic  value  for  - 
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housewives.   The  mean  earnings  figures  are  derived  from  unpub- 
lished data  presented  to  us  by  the  Social  Security  Administra- 
tion.  The  loss  of  economic  value  for  housewives  comes  from  the 
Research  and  Statistics  Note  No.  9-1975  published  by  the  Office 
of  Research  and  Statistics,  Social  Security  Administration.   The 
concept  of  who  would  have  been  employed  is  a  part  of  two  factors 
First  we  take  by  age  group  the  labor  force  participation  rate 
for  each  age  group,  for  each  sex,  and  this  then  gives  us  a 
total  number  of  people  who  would  have  been  in  the  labor  force. 
This  figure  is  then  adjusted  by  a  factor  to  give  us  those  who 
would  have  been  employed  assuming  that  the  unemployment  rate 
was  at  the  so-called  full  employment  level.   Full  employment  is 
defined  to  mean  5%  unemployed.   Without  the  assumption  of  full 
employment,  losses  due  to  disability  cannot  be  isolated  from 
losses  due  to  unemployment. 


r 


/ 
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6.3.3     Indirect  Costs  —  Non-Institutionalized  Population 

Currently  Employed.   For  the  currently  employed,  we 
have  estimated  the  cost  of  days  lost  from  work  due  to  visual 
disorders  and  injuries  to  the  eyes  in  1972.   The  basic  procedure 
for  this  was,  first  of  all,  to  determine  the  number  of  males  and 
females  employed  by  age  group.   This  came  from  Table  A-14, 
"Employed  persons  16  years  of  and  Over  by  Sex,  Color  and  Age 
Annual  Average  1972"  published  in  Manpower  Report  of  the  President, 
April  1975.   The  number  of  employed  was  then  multiplied  by  the 
rate  of  days  lost  per  100  individuals  currently  employed.   These 
rates  came  from  Health  Interview  Survey  data  supplied  to  us  by 
NCHS,  which  are  averages  for  the  years  1970-73.   We  thus  have 
estimated  days  lost  from,  work,  1972.   These  figures  are  converted 
into  estimated  man-years  lost  by  dividing  the  days  lost  by  245 
(the  number  of  working  days  in  a  man-year) .   The  man-year  figures 
are  then  multiplied  by  the  mean  annual  earnings  for  each  of  the 
appropriate  age  categories .   The  aggregate  of  these  is  an  estimate 
of  total  lost  earnings  among  the  currently  employed  resulting  from 
diseases  and  injuries  of  the  eyes. 

Persons  Unable  to  Work.   The  population  figures  for 
use  in  this  category  come  from  special  tables  supplied  to  us  by 
NCHS  on  persons  with  activity  limitations  resulting  from  impair- 
ment of  vision.   Most  of  the  estimates  were  for  1972,  but  some 
were  for  1971.   The  latter  figures  were  assumed  to  have  remained 
unchanged  in  1972. 

The  population  is  then  multiplied  by  the  percent  of 
people  in  each  age  category  who  are  employed,  thus  giving  us  an 
estimate  of  the  number  of  the  disabled  who  would  have  been 
employed.   The  numbers  who  would  have  been  employed  are  then 
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multiplied  by  the  mean  earnings  for  each  age  and  sex  category 
to  yield  a  figure  called  total  lost  earnings.   The  basic  pro- 
cedure is  repeated  four  times:   first,  for  males  unable  to  work 
due  to  vision;  second,  for  females  unable  to  work  due  to  vision; 
then  for  males  limited  in  the  amount  or  kind  of  work  due  to 
vision  and  finally,  for  females  limited  in  the  amount  or  kind 
of  work  due  to  vision.   The  mean  earnings  loss  figure  used 
for  males  and  females  who  are  limited  to  part  time  work  was 
taken  to  be  half  that  of  the  mean  earnings  loss  for  males 
and  females  who  are  unable  to  work  at  all.   The  assumption 
being  made,  perhaps  erroneously,  is  that  these  individuals 
are  limited  to  approximately  half-time  work.   There  is  no 
backing  for  this  position  and  we  could  have  just  as  easily 
used  25  percent  or  75  percent. 

The  last  non-institutionalizel  group  is  women 
keeping  house.   The  population  for  this  group  derives  from 
the  same  set  of  tables  referred  to  above  and  is  the  same  as 
that  population  reported  for  females  who  are  unable  to  work. 
The  actual  number  who  would  have  kept  house  is  determined, 
first  of  all,  by  taking  the  total  population  in  each  of  the 
age  groups,  subtracting  out  of  it  the  number  who  would  have 
been  employed  as  calculated  in  the  persons-unable-to-work 
computations.   This  gives  us  a  number  for  those  who  would  not 
have  been  employed.   This  then  is  adjusted  by  a  figure  for 
the  percent  of  those  who  would  not  be  employed  due  to  home- 
keeping  responsibilities.   This  figure  comes  from  Table  A-28, 
Labor  Force  Status  of  Civilian  Non-Institutionalized  Popula- 
tion  by  Age,  Sex  and  Reasons  for  Non-Participation,  Special 
Labor  Force  Report  No.  142,  published  by  the  Department  of 

Labor,  Bureau  of  Labor  Statistics  in  1972.   This  yields  an 
estimate  of  those  who  would  have  kept  house  had  they  not  been 
restricted  in  activity.   This  number  is  then  multiplied  by  the 
average  economic  value  of  a  housewife  in  a  particular  age 
group.   These  average  economic  value  figures  come  from  Research 
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and  Statistics  Note  No.  9-1975.   This  then  provides  a  figure 
called  "total  loss  of  economic  value."   This  is  assumed  to  be 
the  same  as  total  loss  of  earnings. 

The  intermediate  tables  for  these  computations  are 
quite  voluminous  and  are  not  included  in  this  section.  They 
will  be  available  in  the  study  files. 


0CC131 


6.3.4     Transfer  Payments  and  Taxes 

The  figures  presented  in  Table  11  on  transfer  pay- 
ments and  taxes  related  to  vision  impairment  and  blindness 
are  discussed  in  Section  6.2  and  need  not  be  further  documented 
here. 


6.3.5     Mortality  Losses 

It  has  been  the  practice  in  estimating  the  indirect 
costs  of  illness  to  include  estimates  of  the  present  value  of 
expected  future  lifetime  earnings  for  those  dying  from  the 
disease  in  the  year  for  which  estimates  are  made.   This  step 
has  been  omitted  here  because  the  eye  diseases  are  not  a 
significant  cause  of  death.   The  number  of  deaths  allocated 
to  eye  diseases  as  an  underlying  cause  in  all  the  ICDA  categories 
considered  in  this  report  totaled  452  in  1972.   The  bulk  of  these 
(360)  were  malignant  tumors  of  the  eye.   The  deaths  from  injuries 
to  the  eye  are  not  separately  classified. 
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7.   SUMMARY  OF  DATA  ON  VISUAL  DISORDERS  BY  DIAGNOSTIC  CATEGORY 


7. 1       Introduction 

In  this  chapter  we  shall  attempt  to  summarize  the  prin- 
cipal data  we  have  been  able  to  assemble  regarding  the  diseases 
and  injuries  listed  in  Article  I  of  the  Description  of  Work  of 
Part  II  of  the  Proposed  Contract  Provisions.   Not  all  of  the 
categories  mentioned  there  will  be  covered.   The  omissions  are 
for  one  or  both  of  two  reasons:   (1)   disease  classifications 
were  not  designed  to  permit  abstracting  data  for  the  category 
mentioned;  or  (2)   sample  sizes  were  too  small  to  allow  an  esti- 
mate for  that  category  to  be  made. 

We  are  aware  that  it  would  be  very  useful  to  include' 
in  this  discussion  of  specific  eye  diseases  estimates  of  the  cost 
of  these  diseases  that  would  be  consistent  with  the  overall  esti- 
mates for  eye  diseases  in  Chapter  6.   Unfortunately,  the  nature 
of  the  available  data  makes  this  impractical.   The  data  on  ambu- 
latory care  and  hospitalization  that  we  were  able  to  gather  could 
probably  be  used  to  make  estimates  for  those  components,  but  sub- 
dividing costs  for  surgery,  nursing  home  care,  ophthalmic  drugs, 
opticians'  sales,  and  optometrists'  services  by  disease  for  which 
the  cost  was  incurred  would  be  mostly  guesswork.   The  indirect 
costs,  too,  would  present  problems  and  involve  assumptions  that 
would  be  hard  to  justify.   For  these  reasons  we  have  decided  to 
omit  discussion  of  costs  in  this  chapter. 

If  it  is  not  mentioned  specifically  in  the  stub  of  the 
table,  we  shall  also  try  to  indicate  the  place  in  the  tables  of 
Chapters  3,  4,  and  5  that  the  particular  disease  category  is 
included. 
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In  the  text  that  follows,  the  initials  NDTI  refer  to 
the  "National  Disease  and  Therapeutic  Index"  survey  operated  by 
IMS  America,  LTD.,  and  PAS  refers  to  the  Professional  Activities 
Study  national  estimates  prepared  by  IMS  America,  LTD. 


7.2       Major  Diseases  of  the  Eye 


7.2.1     Glaucoma 

Eased  upon  statistics  of  first  visits  to  physicians 
(exclusive  of  referrals)  there  appear  to  be  about  178,000  new 
cases  of  glaucoma  each  year.   The  incidence  among  females  is 
considerably  higher,  and  the  new  cases  were  first  diagnosed 
predominantly  at  ages  45  years  and  over. 

The  estimated  prevalence  of  impaired  vision  resulting 
from  glaucoma  is  approximately  1,070,000.   Of  these,  207,000  had 
vision  that  was  severely  impaired  and  about  56,000,  mainly  at 
ages  65  and  over,  were  considered  legally  blind  as  a  result  of 
this  disease. 

There  are  nearly  2  million  visits  to  physicians  each 
year  for  diagnosis  and  care  of  glaucoma  and  an  estimated  25,400 
hospital  stays  in  which  glaucoma  was  the  principal  diagnosis.1 

The  figures  above,  exclude  congenital  glaucoma  which 
is  classified  under  congenital  anomalies  in  the  ICDA.   This  form 
of  glaucoma  must  be  quite  rare,  however,  since  the  estimated 


1This  figure  excludes  stays  in  federal  hospitals.   Inclusion 
of  Veterans  Administration  hospitals,  the  largest  category  of 
federal  hospitals,  would  add  1450  additional  stays  (5.7%). 
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All 

visits 

Total 

100.0% 

Chronic  glaucoma 

32.8 

Primary  glaucoma 

0.4 

Secondary  glaucoma 

3.4 

Acute  glaucoma 

3.6 

Unspecified  glaucoma 

- 

59.8 

average  number  of  visits  per  year,  based  on  NDTI  data,  is  less 
than  20,000  and  the  number  of  these  that  were  first  visits  was 
too  small  to  be  estimated.   There  were  about  1,000  cases  dis- 
charged from  hospitals  in  19  74. 

Regarding  the  various  types  of  glaucoma,  it  can  only 
be  said  that  the  visits  to  physicians  reported  to  NDTI  were  sub- 
divided as  follows: 


First  visits  without  referrals 

100.0% 
20.9 

0.6  • 

4.2 

6.6 
67.7 


In  other  words,  the  bulk  of  the  glaucoma  is  unspecified 
as  to  type  in  the  records  of  medical  care. 

The  hospitalizations  for  glaucoma  were  most  frequently 
classified  as  "primary  acute"  (about  40  percent)  and  "primary 
chronic"  (about  25  percent) . 


7.2.2     Cataract 

In  the  classification  of  cataract  the  usual  practice 
is  to  exclude  diabetic  cataract  and  congenital  cataract,  assigning 
those  types  to  diabetes  and  congenital  diseases  respectively. 
With  that  point  noted,  the  incidence  of  cataract  in  recent  years 
is  estimated  to  average  912,000  new  cases  per  year  based  on  first 
visits  to  physicians,  exclusive  of  referrals.   About  3/4  of  these 
were  first  diagnosed  at  ages  65  and  over,  and  the  incidence  for 
women  is  considerably  higher  than  for  men. 
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The  prevalence  of  impaired  vision  cases  resulting 
from  cataract  is  1,670,000.   Of  these,  183,000  had  vision  that 
was  classified  as  severely  impaired,  and  48,000  were  estimated 
to  be  legally  blind  from  cataract.   (Note  that  these  prevalence 
figures  are  derived  from  the  lines  of  the  tables  in  Chapter  4 
labeled  "Cataract  -  other."   "Cataract  -  prenatal"  will  be  dis- 
cussed below. ) 

Visits  to  physicians  for  cataract  (again,  this  includes 
ICDA  code  374  only)  were  estimated  at  2,723,000  in  the  year  ending 
April  30,  1974,  and  in  19  72  there  were  about  283,000  completed 
hospital  stays. 

Surgery  is  common  in  the  treatment  of  cataract.   There 
were  an  estimated  332,000  operations  performed  in  19  72 2  of  the 
following  types : 

Extraction  of  lens,  extracapsular  14,000 
Extraction  of  lens,  intracapsular  305,000 
"Extraction  of  lens"  or  "Cataract"  NOS   13,000 

The  number  of  operations  appears  to  exceed  the  number 
of  hospitalization  stays,  but  it  should  be  remembered  that  the 
hospitalization  data  include  only  stays  assigned  to  cataract 
as  the  principal  diagnosis. 

The  data  cited  above  include  "senile  cataract," 
"radiation  cataract,"  and  "toxic  cataract,"  as  well  as  cataract 
resulting  from  trauma.   But  there  is  little  evidence  based  on 
nationally  representative  data  to  indicate  the  relative  frequency- 
of  these  types.   Most  cases  are  labeled  "cataract"  without  other 
specification  in  the  medical  records. 

There  are  some  figures  available,  however,  on  congenital 
cataract.   As  mentioned  earlier,  these  cases  are  classified  under 


2 Inclusion  of  stays  in  Veterans  Administration  hospitals  would 
add  about  8,000  episodes  of  hospitalization  (2.8%)  and  8,200 
operations  (3.2%). 
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"congenital  eye  disorders"  in  the  incidence  table.   Out  of  a  total 
of  49,000  first  visits  to  physicians  for  congenital  eye  disorders  (in 
the  average  recent  year),  about  14,000  were  for  congenital  cataract. 

In  the  prevalence  tables  there  is  a  separate  line  for 
"cataract  -  prenatal."   This  is  because  the  diagnostic  distribution 
for  those  tables  was  based  on  the  classification  used  for  the  Blind- 
ness Model  Reporting  Area  in  1970.   This  classification  is  described3 
as  a  "simplified  combination  of  the  affection  and  etiology  groupings 
previously  reported."   Those,  in  turn,  were  developed  by  the  National 
Society  for  the  Prevention  of  Blindness. 

Kence,  we  can  cite  estimates  of  the  prevalence  of  "prenatal" 
cataract  of  41,000  for-  all  impaired  vision,  34,000  for  severely 
impaired  vision,  and  16,000  legally  blind.   The  great  majority  of 
these  are  classified  as  "under  65  years,"  as  might  be  expected, 
but  in  all  probability  by  no  means  all  of  them  were  first  diag- 
nosed in  childhood.   Of  the  total  of  about  49,000  first  visits 
for  all  congenital  eye  disorders  in  the  average  year,  three-fifths 
were  first  seen  at  age  15  years  and  over. 

The  great  majority  of  hospitalizations  (67  percent) 
were  labeled  "senile  cataract"  and  another  large  proportion 
(30  percent)  were  recorded  simply  as  "cataract"  without  further 
specification.   The  balance  were  divided  about  equally  among 
"traumatic,"  "secondary  membrane"  and  "cataract  not  elsewhere 
classified."   (These  are  the  subcategories  used  in  the  coding 
of  PAS  data.) 


3 See  "Statistics  on  Blindness  in  the  Model  Reporting  Area, 
1969-1970",  published  by  the  NEI,  p.  3. 
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7.2.3     Retinal  Disease 

In  the  International  Classification,  upon  which  most  of 
the  statistics  are  now  based,  there  are  six  categories  for  retinal 
disease:   "detachment  of  retina"  (376) ;  "vascular  lesions  of  the 
retina"  (377.0)  which  includes  retrolental  fibroplasia;  "degenera- 
tion of  the  retina"  (377.1);  "amblyopia"  (377.2) h    "color  blind- 
ness" (377.3);  and  "other  diseases  of  retina"  (377.4).   In  the 
previous  revision  (adopted  in  1955),  which,  with  a  good  deal  of 
additional  detail,  is  still  the  basis  for  the  NDTI  classification, 
all  of  the  above  groups ,  with  the  exception  of  "detachment  of 
retina,"  were  grouped  under  "other  diseases  of  the  eye."   Hence, 
disentangling  the  statistics  for  retinal  diseases  is  particularly 
difficult. 

"Retinoblastoma"  is  grouped  with  other  malignant  neo- 
plasms of  the  eye,  as  is  also  "melanoma  of  the  eye."   "Diabetic 
retinopathy"  is  classified  simply  as  diabetes  mellitus .   "Retinitis 
pigmentosa"  has  a  separate  category  (744.6)  among  the  congenital 
anomalies  of  the  eye. 

In  the  estimates  of  incidence  shown  in  Chapter  3 , 
the  only  estimate  shown  is  for  "detachment  of  retina,"  25,000 
cases,  based  on  first  visits  to  physicians  in  the  average  recent 
year  from  the  NDTI  survey.   This  is  the  only  estimate  that  was 
obtained  by  age  and  sex.   However,  the  following  other  categories 


uWe  note  that  amblyopia  is  not  included  among  retinal  diseases 
in  the  list  supplied  by  NEI  for  the  Description  of  Work.  How- 
ever, its  location  in  the  ICDA  seems  to  imply  it  is  considered 
to  be  a  retinal  disease  there. 
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of  retinal  disease  are  listed  in  the  detailed  breakdown  of  "Other 
Diseases  of  the  Eye"  supplied  by  NDTI  for  the  purpose  of  this  study: 


Averacre  annual  no.  of  visits  to 


Degeneration  of  macula 
Thrombosis  of  retinal  vein 
Retinal  vitreous  hemorrhage 
Hematoma  orbit  vitreous 
Amblyopia 


physicians,  1970-1974 

:First  Visits 
without  referrals 

165,000 

23,000 

49,000 

6,000 

135,000 


All  visits 

794,000 
269,000 
322,000 
19,000 
478,000 


Regarding  retinal  diseases  classified  elsewhere  (than 
in  the  eye  disease  categories)  the  following  evidence  is  availa- 
ble from  the  NDTI  survey: 

Average  annual  no.  of  visits 
to  physicians,  1970-1974 
First  Visits 


without  referrals 


All  visits 


Retinoblastoma  (too  small  to  estimate)     13,000 

Melanoma  of  eye  not  separately  classified 

Diabetic  retinopathy  39,000  342,000 

Diabetes  with  ocular  complic.  NOS    7,000  101,000 

Retinitis  pigmentosa  9,000  35,000 

There  appeared  to  be  no  separate  statistics  for 
"retrolental  fibroplasia"  in  the  data  from  NDTI. 

As  was  seen  in  the  prevalence  tables  in  Chapter  4 , 
retinal  diseases  th-:re  are  shown  in  four  subgroups:   "prenatal," 
"diabetic,"  "other,"  and  "retrolental  fibroplasia."   The  "other" 
group,  which  apparently  includes  macular  degeneration,  is  the 
largest.   We  suspect  that  the  bulk  of  these  are  macular  degenera^- 
tion,  especially  among  those  classified  as  "severe  visual  impair- 
ment" and  those  considered  legally  blind.   However,  we  are  unable 
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to  produce  statistics  on  the  numbers  of  persons  severely  impaired 
or  legally  blind  specifically  as  a  result  of  macular  degeneration 

The  prevalence  estimates  made  for  this  study  are  as 
follows : 

Total  with  Severe  Visual 

Impaired  Vision         Impairment 

Retinal  disorder  -  prenatal  76,000  72,000 

Retinal  disorder  -  diabetic  138,000  70,000 

Retinal  disorder  -  other  601,000  250,000 

Retrolental  fibroplasia  19,000  19,000 

The  latest  report  on  the  Blindness  Model  Reporting 
Area,  previously  cited,  contains  a  table  on  first  additions  to 
the  registers  by  affection  and  etiology.5   The  data  are  limited 
to  cases  examined  by  ophthalmologists  or  ENT  specialists  and  are 
for  1969  and  1970.   These  statistics  show  that  senile  retinal  de- 
generation is  the  largest  single  category  of  additions  to  the 
registers,  accounting  for  13  percent  of  all  additions.   There 
are  no  corresponding  figures  in  the  prevalence  tables. 

The  hospitalization  statistics  are  classified  using 
the  International  Classification,  and  the  estimate  for  retinal 
diseases  included  in  the  eye  disease  part  of  that  list  is  28,900 
cases  discharged  from  hospitals  in  1972.   The  table  produced  for 


5These  data  represent  neither  incidence  nor  prevalence  and. are 
considered  rather  unreliable.   Hence,  they  have  not  been  used 
elsewhere  in  this  report. 
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the  study  by  IMS  America,  LTD,  and  based  on  PAS  data  permits  the 
following  additional  detail: 

Retinal  disease  categories  included    Distribution  of  discharge 
in  eye  disease  section  of  ICDA         cases,  principal  diagnosis 

Detachment  of  retina  72 

Retinal  vascular  lesion  13 

Degeneration  of  retina  9 

A_mblyopia  3 

Retinal  disease,  NEC  3 

100  percent 

In  addition,  there  were  a  few  (less  than  500)  hospitali- 
zations for  retinitis  pigmentosa,  but  data  for  neoplasms  of  the 
retina  and  retinal  effects  of  diabetes  could  not  be  extracted 
from  the  hospitalization  statistics. 


7.2.4     Refractive  Errors 

As  has  been  pointed  out  elsewhere  in  this  report,  the 
concept  of  incidence,  new  cases  having  onset  in  a  specified  period 
of  time,  is  not  appropriate  to  the  measurement  of  morbidity  from 
refractive  errors.   Hence,  morbidity  data  shown  are  limited  to 
very  rough  estimates  of  the  prevalence  of  impaired  vision  and 
somewhat  more  reliable  estimates  of  severe  visual  impairment 
and  legal  blindness  resulting  from  refractive  error.   These  data 
suggest  that  myopia  is  the  only  category  warranting  separate 
figures  (36,000  cases  with  severe  visual  impairment  in  19  72  and 
14,000  cases  classed  as  legally  blind).   The  other  types  of  refrac- 
tive error  serious  enough  to  cause  blindness  were  assigned  to 
"other"  in  the  MRA  tables  and  cannot  be  separately  estimated. 
Nevertheless,  judging  from  the  amount  of  medical  care  required 
for  their  treatment,  the  refractive  errors  are  a  highly  prevalent 
cause  of  impaired  vision  less  severe  than  blindness.   The  prevalence 
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tables  in  Section' 4  show  total  figures  of  715,000  for  myopia  and 
1,662,000  for  other  refractive  errors  causing  some  impairment  of 
vision.   These  figures  must  be  considered  as  very  rough. 

When  it  comes  to  statistics  on  ambulatory  care,  the 
refractive  errors  predominate  over  all  other  eye  afflictions. 
The  overall  estimate  of  physician  visits  in  the  year  ending 
April  30,  1974  is  9,175,000,  or  29  percent  of  all  visits  for 
eye  care.   The  distribution  of  these  by  type  of  refractive  error 
is  as  follows: 


Type  of  Refractive  Error 


Astigmatism 

2.8 

Hyperopia 

5.6 

Myopia 

22.1 

Presbyopia 

13.4 

Hyperopic  astigmatism 

2.6 

Emmetropia 

12.9 

Myopic  astigmatism 

5.6 

Presbyopic  hyperopia 

4.6 

Other  mixed  refractive  error 

4.9 

Other  specified  types 

3.8 

Refractive  error,  type 

21.8 

unspecified 

Percentage  of  visits 
in  NDTI  Survey,  19  70-74 


100.0 


7.2.5 


Diseases  of  Cornea  and  Sclera 


With  the  exception  of  "corneal  ulcer  and  opacity,"  the 
statistics  of  incidence  we  have  been  able  to  present  in  Chapter  3 
do  not  contain  separate  figures  for  various  diseases  of  the  cornea 
and  sclera.   The  estimate  for  that  group  is  given  as  10  4,000  cases 
first  diagnosed  in  the  average  year.   (These  are  grouped  by  us 
with  major  chronic  conditions  though  some  undoubtedly  are  better 
classed  as  acute  illnesses.) 
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The  classification  is,  again,  somewhat  confused  since 
in  the  earlier  edition  of  the  International  List,  used  by  NDTI , 
corneal  ulcer  and  corneal  opacity  each  have  separate  code  numbers 
that  are  not  in  the  inflammatory  diseases  section,  while  inflam- 
mation of  the  cornea,  not  specified  as  infective,  is  included  as 
one  of  the  inflammatory  diseases.   In  the  later  edition,  used  in 
the  NCHS  and  PAS  coding,  corneal  opacity  is  separately  identified 
as  a  non-inflammatory  disease  while  "keratitis  with  ulceration" 
is  coded  as  an  inflammation. 

Neoplasms  of  the  cornea  and  sclera  are  not  distinguishable 
from  other  neoplasms  Of  the  eye  in  either  edition  of  the  Inter- 
national List. 

Our  statistics  on  incidence  follow  the  NDTI  classifica- 
tion.  Hence,  many  new  cases  of  disease  of  the  cornea  and  sclera 
are  buried  in  a  large  category  of  "inflammations  of  the  eye"  for 
which  we  estimated  the  incidence  as  1,180,000  cases  per  year.   A 
few  are  included  in  "infective  and  parasitic  diseases  of  the  eye" 
(only  about  4,000  new  cases  per  year  in  all)  and  others  are  among 
the  200,000  cases  of  allergic  disorders.5 

In  the  prevalence  figures  there  is  a  group  labeled  simply, 
"cornea  or  sclera."   This  was  the  title  used  in  the  MRA  tables, 
and  no  further  detail  is  available.   Our  estimates  are:   29  4,000 
for  impaired  vision,  6  7,000  for  severely  impaired  vision,  and 
22,000  for  the  legally  blind. 


6We  also  show  an  estimate  of  446,000  injuries  per  year  due  to 
abrasion  of  the  cornea  and  eye. 
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Some  indication  of  the  relative  magnitude  of  the  various 
diseases  of  the  cornea  and  sclera  can  be  obtained  from  data  on 

■ 

visits  to  physicians.   The  figures  below  are  taken  from  NDTI 
averages  for  the  years  1970-1974.   Since  these  figures  tend  to 
exceed  by  a  factor  of  about  2  estimates  for  corresponding  categories 
from  the  National  Ambulatory  Care  Survey  for  the  year  ending 
April  30,  19  74,  arid  since  there  is  no  clear  answer  as  to  which 
survey  is  closer  to  the  truth,  it  is  best  to  use  these  estimates 
as  measures  of  relative  frequency  only: 

Average  annual  no.  of  visits 

to  physicians,  1970-1974 

First  visits 
without  referrals    All  visits 

Herpes  zona  ophthalmica  11,000  88,000 

Infectious  kerato-conjunctivitis    2,000  12,000 

Keratitis  136,000  668,000 

Corneal  ulcer  75,000  436,000 

Corneal"  opacity  30,000  107,000 

Open  wound  of  cornea  19,000  104,000 

Abrasion  of  cornea  336,000  941,000 

The  estimates  of  hospitalization  based  on  PAS  hospitals 
from  the  table  produced  for  the  study  by  IMS  America,  LTD.  suggest 
that  about  one-fourth  of  the  hospitalizations  for  corneal  disease 
are  for  herpes  zoster  of  the  eye,  another  one-fourth  for  keratitis 
not  specified  as  involving  ulcer,  a  third  for  keratitis  with  ulcer, 
and  about  one-eighth  for  corneal  opacity.   This  excludes  injuries 
to  the  cornea  which  cannot  be  separately  shown  in  the  International 
classification. 


7.2.6     Uveitis 

It  is  best  to  consider  uveitis  together  with  choroiditis 
and  iritis  since  the  inflammatory  processes  in  these  parts  of  the  eye 
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are  probably  not  well  distinguished  in  the  statistics.   They  are 
all  included  in  the  broad  grouping  of  "inflammations  of  eye"  in 
our  incidence  estimates.   Judging  from  NDTI  statistics  on  first 
visits,  exclusive  of  referrals,  we  would  estimate  that  about  3.5 
percent  of  the  inflammatory  disease  first-visits  were  for  these 
three  types  combined.   (Sixty-eight  percent  of  the  inflammations 
of  the  eye  were  classified  to  conjunctivitis,  and  blepharitis  and 
hordeolum  (stye)  each  accounted  for  about  7  percent  of  the  first 
visits. ) 

However,  as  has  been  pointed  out  in  discussing  other 
disease  categories,  the  classification  system  causes  us  to  exclude 
these  inflammations  when  they  result  from  specified  disease  processes 
Toxoplasmosis,  histoplasmosis  and  sarcoidosis  cases  involving  in- 
flammation of  the  eye  are  inextricably  merged  with  other  cases  of 
these  diseases.   Those  caused  by  allergy  are  submerged  in  much 
larger  categories  of  allergic  disorders,  except  that  NDTI  has 
created  two  special  subcategories  of  "other  allergic  disorders" 
for  use  in  its  own  coding.   These  are: 

First  visits     All  visits 

Allergic  conjunctivitis      417,000       1,100,000 
Other  allergic  eye  113,000         286,000 

disorders 

These  suggest  that  eye  allergies  are  responsible  for  a 
considerable  amount  of  ambulatory  medical  care.   Our  estimate  of 
the  incidence  is  200,000  new  cases  a  year  (with  considerably 
higher  incidence  among  females) .   But,  of  course,  only  a  relatively 
small  fraction  of  that  incidence  is  allergic  inflammation  of  the 
uveal  tract. 

Uveitis  is  a  single  indivisible  category  in  the  estimates 
of  prevalence  we  have  presented.   We  estimate  285,000  cases  with 
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impaired  vision,  6  7,000  cases  with  severely  impaired  vision  and 
23,000  persons  legally  blind  with  this  affection.   When  first 
additions  to  the  blindness  registers  are  classified  by  affection 
and  etiology  (see  MRA  data  for  1969-1970),  it  appears  that  the 
etiology  of  most  of  the  cases  was  either  not  reported  or  reported 
as  undetermined.   Uveitis  ranked  moderately  high  as  a  cause  of 
blindness  among  all  persons  on  the  registers.   If  ranked  higher 
than  retrolental  fibroplasia,  myopia,  and  congenital  cataract, 
about  the  same  as  diabetic  retinopathy,  and  lower  than  optic  nerve 
disease,  ordinary  cataract,  glaucoma,  and  macular  degeneration. 

Iritis  and  uveitis  and  other  uveal  tract  inflammations 
were  responsible  for  somewhat  over  3,000  hospital  stays  in  1974, 
and  other  uveal  tract  diseases  accounted  for  another  3,000. 


7.2.7     Optic  Nerve  Disease 

The  classification  of  diseases  of  the  optic  nerve  is 
similar  to  that  of  categories  discussed  above.   Infectious  disease 
is  grouped  with  the  specific  infections  and  not  distinguished;  the 
same  is  true  of  neoplasms.   Inflammations  of  the  optic  nerve  not 
due  to  specific  infections  are  given  a  code  along  with  inflammation 
of  the  retina  among  the  inflammations  of  the  eye.   Other  diseases 
of  the  optic  nerve,  such  as  atrophy,  are  classified  with  "all  other 
diseases  of  the  eye"  in  the  7th  revision  of  the  International  List, 
but  in  the  8th  revision,  they  are  given  two  categories,  "papilledema" 
and  "other  diseases  of  optic  nerve." 

t 

The  incidence  estimates  we  have  presented  show  none  of 
those  groups  separately.   Again,  we  have  recourse  to  statistics  on 
visits  to  physicians  for  evidence  about  the  relative  frequency  of 
some  of  the  optic  nerve  diseases,  with  the  same  caution  mentioned 
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with  respect  to  diseases  of  the  cornea  and  sclera  above.   The  data 
are  from  the  NDTI  survey : 

Average  annual  no.  of  visits 

to  physicians,  1970-1974 

First  visits 
without  referrals   All  visits 

Inflammation  of  the  optic  15,000         217,000 

nerve  and  retina 
Atrophy  of  optic  nerve  18,000         103,000 

Although  these  do  not  appear  to  account  for  large 
portions  of  the  ambulatory  care  for  eye  diseases,  optic  nerve 
disease  is  an  important  cause  of  blindness.   Only  macular  degenera- 
tion, senile  cataract,-  and  glaucoma  outrank  it  as  a  cause  of  legal 
blindness  among  persons  on  the  registers.   Our  prevalence  estimates 
are  121,000  for  visual  impairment,  107,000  for  severe  visual  im- 
pairment, and  41,000  for  legal  blindness. 

The  optic  nerve  inflammations  and  other  optic  nerve 
diseases  were  responsible  for  approximately  6,000  hospital  stays 
in  1974. 


7.2.8     Strabismus 


Although  strabismus  appears  to  be  a  disease  with  rela- 
tively high  overall  morbidity  and  one  that  accounts  for  a  great 
deal  of  medical  care,  we  lack  figures  on  the  extent  of  disability 
resulting.   We  have  shown  an  estimate  of  403,000  cases  newly  seen 
by  physicians  each  year.   We  also  cite  elsewhere  an  estimate  from 
the  Health  Examination  Survey  that  of  24  million  children  in  age 
range  6-11  years,  2.2  million  were  found  to  have  an  eye  muscle 
imbalance,  a  disease  condition,  or  other  abnormality  in  one  or 
both  eyes,  and  that  of  these  1.6  million  had  sufficient  eye  muscle 
imbalance  to  be  rated  as  having  strabismus. 
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However,  the  MRA  classification  of  causes  of  blindness 
understandably  does  not  have  a  separate  classification  for  strabis- 
mus.  Hence,  we  have  shown  no  estimate  of  prevalence. 

The  medical  care  figures  demonstrate  the  importance  of 
this  condition  in ' the  treatment  of  eye  disorders.   In  the  year 
ending  April  30,  19  74,  1,234,000  visits  to  physicians  were  ascribed 
to  strabismus,  and  there  were  an  estimated  74,800  hospitalizations 
in  19  72.   Among  the  hospitalized  cases  convergent  strabismus  accounted < 
for  54  percent,  divergent  strabismus  for  32  percent,  and  "vertical," 
"cranial  nerve  palsy,"  and  "strabismus  not  otherwise  specified"  for 
the  balance. 

Operations  related  to  strabismus,  according  to  PAS, 
account  for  about  10  percent  of  all  eye  operations. 


7.2.9     Certai n  Other  Eye  Diseases 

The  sections  above  account  for  most,  but  not  all,  of 
the  diseases  responsible  for  significant  amounts  of  medical  care 
There  are  many  eye  diseases  that  are  very  rarely  seen  in  medical 
practice;  in  fact,  the  classification  of  eye  diseases  and  of  eye 
operations  are  much  more  detailed  than  for  other  body  organs, 
reflecting  the  complexity  of  the  eye. 

Though  not  separable  in  the  statistics  we  have  shown 
in  Chapters  3,  4,  and  5,  there  are  several  other  diseases'  that 
are  worthy  of  special  mention. 

Blepharitis  and  hordeolum  were  responsible  for  about 
700,000  visits  to  physicians  in  the  year  ending  April  30,  1974, 
and  conjunctivitis  accounted  for  close  to  3,000,000.   The  former 
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were  not  significant  causes  of  hospitalization,  but  conjunctivitis 
was  the  primary  diagnosis  in  some  3,000  cases  in  19  74.   All  of 
these  are  included  in  inflammations  of  the  eye  in  our  incidence 
and  hospitalization  tables. 

Another  large  group  of  inflammations  of  the  eye  is  the 
group  of  lacrimal  gland  inflammations.  These  accounted  for  over 
200,000  visits  to  physicians  and  10,000  hospital  stays. 

Among  the  non-inflammatory  diseases  chalazion  required  , 
somewhat  over  400,000  visits  and  about  5,0  00  hospitalizations, 
and  pterygium  visits  numbered  in  the  neighborhood  of  300,000 
and  hospitalizations,  9,000.   Other  diseases  of  the  eyelid  cannot 
easily  be  sorted  out  in  the  statistics  from  NDTI  because  of  the 
method  of  grouping,  but  as  causes  of  hospitalization  they  are  of 
some  importance  with  an  estimated  28,000  discharges  in  1974. 


7.2.10    Neoplasms  of  the  eye 

It  has  been  mentioned  elsewhere  in  this  report  that 
the  Third  National  Cancer  Survey  estimated  the  incidence  of  primary 
invasive  cancers  of  the  eye  at  0.8  per  100,000  population  and  that 
this  corresponds  to  about  1600  new  cases  per  year  in  the  total 
population.   The  estimate  of  incidence  based  on  first  visits  to 
physicians,  which  we  present  in  Chapter  3,  is  7,000  and  the  fre- 
quency of  hospitalizations  in  Chapter  5  is  4,000  per  year.   It 
should  be  borne  in  mind  that  our  figures  include  both  benign 
and  malignant  cases. 

The  data  on  first  visits  suggest  that  benign  tumors 
outnumber  the  malignant  by  a  factor  of  about  15  to  1.   (This 
ratio  is  subject  to  large  variability  as  a  result  of  sampling.) 
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On  the  other  hand,  the  PAS  hospitalization  data  indicate  that 
hospital  stays  are  about  equally  divided  between  the  benign  and 
malignant  cases.   Retinoblastomas  cannot  be  separately  identified 
in  the  hospital  statistics  we  used. 


7.2.11    Injuries  to  the  eye 

All  the  evidence  points  to  the  importance  of  injuries 
as  causes -of  eye  morbidity  and  medical  care.   The  injuries  suf- 
ficiently serious  to  cause  restricted  activity  for  at  least  a 
day  or  requiring  medical  attention  appear  to  occur  at  the  rate 
of  just  under  2,000,000  a  year.   Foreign  body  injuries  account 
for  about  a  half  of  these. 

Visits  to  physicians  have  been  estimated  at  2,460,000 
yearly  and  hospitalizations  at  42,700.   The  figures  are  much 
higher  for  males  than  for  females,  and  cases  of  childhood  injury 
are  numerous . 

Days  of  hospital  care  attributed  to  eye  injuries  as  a 
primary  diagnosis  were  estimated  at  approximately  228,000  in  1972. 

It  is  difficult  to  determine  what  proportion  of  the 
visually  impaired  and  legally  blind  owe  their  condition  originally 
to  an  eye  injury.   The  MRA  prevalence  tables  show  no  information 
on  this  etiology.   However,  the  data  on  first  additions  to  the 
registers  in  1969  and  1970  were  tabulated  by  etiology,  and  these 
suggest  that  between  3  and  4  percent  of  these  additions  were  caused 
by  injury  or  poisoning.   Since  17  percent  of  all  additions  were 
"not  reported  or  determined,"  the  actual  figure  for  injuries  may 
be  somewhat  higher. 
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Tabulations  from  the  Health  Interview  Survey  indicate 
that  something  over  a  million  days  a  year  are  lost  from  work  due 
to  eye  injuries.   (The  figure  is  subject  to  a  high  relative  sampling 
error.)   In  the  19  71  data  collection  the  Health  Interview  Survey 
included  special  questions  on  impairments,  and  from  the  results  of 
that  survey  we  learn  that  injuries  accounted  for  5.4  percent  of 
the  severe  visual  impairment  in  the  non-institutional  population. 
(This  compares  with  36.1  percent  for  cataract  and  7.8  for  glaucoma. 
Here,  too,  the  percentages  are  underestimated  because  in  2  3.6 
percent  of  the  cases  the  etiology  was  unknown  to  the  respondent.) 
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8.   RECOMMENDATIONS  FOR  FUTURE  STUDY 


The  implications  of  our  evaluation  of  existing  data 
in  Sections  3-6  and  of  the  shortcomings  of  the  estimates  we 
have  been  able  to  produce  are  many.   We  shall  mention  here  only 
a  few  that  seem  to  us  to  be  particularly  important: 

a)  Some  improvements  must  be  made  in  the  methodology 
for  estimating  the  incidence  of  chronic  diseases 
such  as  glaucoma,  cataract,  and  detachment  of 
the  retina.   When  chronic  diseases  are  usually 
first  diagnosed  in  hospitals  or  hospitalized 
shortly  after  initial  diagnosis,  the  problem  is 
relatively  simple,  but  when  the  situation  is 
otherwise  the  collection  of  data  for  representa- 
tive samples  of  the  population  becomes  expensive 
and  complicated.   Such  ongoing  data  collection 
systems  as  NDTI  and  NAMCS  provide  useful  guides, 
but  the  first-visit  concept  needs  refinement 

so  that  one  can  be  more  sure  that  the  first  visit 
represents  the  first  diagnosis  of  this  condition 
in  this  patient,  not  just  the  first  visit  of  this 
patient  to  this  physician,  for  this  episode  of 
this  condition. 

b)  The  experience  and  ingenuity  of  sampling  stati- 
sticians should  be  turned  to  the  problem  of  esti- 
mating the  prevalence  of  disease  conditions  that 
are  rare  in  the  population  and  that  cannot  be 
accurately  counted  without  the  use  of  clinical 
tests  and  measurements.   This  type  of  application 
of  modern  sampling  methods  is  referred  to  in 
footnote  2  of  Section  4.1.1. 

c)  Of  particular  importance  is  the  improvement  and 
standardization  of  measures  of  levels  of  visual 
functioning.   Research  is  needed  to  define  cate- 
gories useful  in  the  treatment  and  rehabilita- 
tion of  persons  with  impaired  vision.   This  is 
not  to  suggest  that  the  definition  of  "legal 
blindness"  should  be  completely  abandoned.   It 
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does  seem  clear,  however,  that  it  is  hard  to 
equate  this  with  a  person's  ability  or  inability 
to  perform  specified  tasks  necessary  to  care 
for  himself,  to  perform  housework,  move  around 
without  help,  or  earn  a  living.   On  the  other  hand, 
the  scales  used  in  the  Health  Interview  Survey 
seem  too  imprecise  and  subjective. 

A  study  that  exemplifies  at  least  the  be- 
ginnings of  the  kind  of  research  needed  is 
reported  in:   Haase,  Kenneth  W.  and  Bryant,  E. 
Earl:   "Development  of  a  Scale  Designed  to 
Measure  Functional  Distance  Vision  Loss  Using 
an  Interview  Technique."  Proceedings    of  the 
Social   Statistics   Section^    American  Statistical 
Association,  1973,  pp.  274-279.   This  is  the  only 
research  we  were  able  to  find  that  linked  a 
thorough  opthalmological  examination  to  responses 
to  questions  about  ability  to  perform  common 
tasks..  However,  the  tasks  were. defined  in  terms 
of  social  functioning,  and  the  clinical  results 
were  confined  to  Snellen  chart  readings  with 
present  correction  in  the  better  eye.   Both 
axes  should  be  broadened  to  cover  other  char- 
acteristics of  vision,  and  the  study  should  be 
repeated  with  a  larger  sample. 

d)  The  International  Classification  of  Disease  should 
be  examined  with  reference  to  eye  disorders  so 

,    that  it  permits  more  complete  aggregation  of 
the  eye  diseases.   (For  example,  allergic  dis- 
orders of  the  eye  can  no  longer  be  identified 
in  the  code.)   Also,  it  should  be  altered  in  ways 
that  will  make  it  more  useful  for  rehabilitation 
purposes.   Perhaps  there  should  be  an  optional 
5th  digit  for  classifying  eye  disorders  by  degree 
of  impairment. 

e)  Surveys  of  the  institutional  population,  in 
which  is  concentrated  some  of  the  most  severely 
disabled  persons,  should  be  extended  to  cover 
institutions  other  than  nursing  homes.   It  is 
helpful  to  know,  as  we  do  in  the  1973-74  Nursing 
Home  Survey,  some  facts  about  the  degree  of 
visual  and  hearing  impairment  and  mobility  of 
the  patients,  but  it  would  also  be  extremely 
helpful  in  economic  studies  to  know  the  principal 
disease  or  condition  that  was  responsible  for 
the  patient's  confinement. 
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f )  The  paucity  of  detailed  data  about  the  frequency 
of  specific  procedures  used  in  the  general  and 
specialized  practice  of  medicine  is  quite  aston- 
ishing.  Except  for  surgical  operations  and  other 
hospital  procedures,  such  data  are  hard  to  find. 
Perhaps  NAMCS  and  NDTI  can  produce  the  information 
needed,  but  one  would  think  that  the  claims  data 
from  such  enormous  programs  as  Medicaid  and 
Supplementary  Medical  Insurance  under  Medicare 
could  be  better  exploited. 

g)  The  same  can  be  said  about  the  prices  of  specific 
medical  procedures.   The  Consumer  Price  Index  is 
completely  inadequate  for  a  study  of  the  type 
reported  here.   Even  representative  data  on 

the  prices  of  operations  are  difficult  to  find 
and  for  the  common  eye  operations,  with  the 
exception  of  cataract  operations,  one  has  to 
concoct  estimates  by  devious  means.   For  non- 
operative  procedures  the  situation  is  worse. 
Again,  the.  big  bill-paying  programs  should  be  able 
to  produce  representative  data,  but  it  is  diffi- 
cult to  find. 

h)    The  striking  differences  between  national 

estimates  of  average  annual  physician  visits 
in  the  data  from  the  new  NAMCS  survey  and  the  NDTI 
survey  should  be  investigated.   The  magnitude  of 
these  differences  (for  about  13  eye  disease  cate- 
gories that  appeared  to  be  comparable)  is  shown 
in  the  Table  in  Section  5.3.   We  know  some  of  the 
reasons  for  these  differences,  but  the  known 
reasons  could  not  possibly  account  for  ratios 
averaging  2  to  1.   Since  both  of  these  sources  are 
and  will  be  widely  used,  there  should  be  a  much 
better  understanding  than  we  now  have  of  why  they 
are  in  such  poor  agreement. 
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It  is  clear  that  only  a  few  of  the  recommendations 
listed  above  are  within  the  purview  of  the  National  Eye  Institute. 
We  believe,  however,  that  b) ,  c)  and  d)  are  appropriate  areas 
of  endeavor  for  the  Institute.   Recommendation  b)  could  be  im- 
plemented through  the  medium  of  a  national  survey  of  blindness 
or  severe  visual  impairment  to  settle  the  arguments  still  going 
on  about  these  figures.   Recommendation  c)  is  one,  the  importance 
of  which  was  urged  upon  us  by  the  opthalmological  consultant  to 
this  study,  Dr.  Richard  E.  Hoover.   Such  research  would  contribute 
greatly  to  better  statistics  from  such  ongoing  survey  systems 
as  the  Health  Interview  Survey  and  the  Health  and  Nutrition 
Examination  Survey.   Recommendation  d)  requires  active  participa- 
tion in  the  negotiations  that  take  place  during  the  decennial 
revisions  of  the  International  Classification.   Unfortunately, 
the  current  revision  cycle  is  just  now  drawing  to  a  close. 
Finally,  recommendation  h)  is  one  suggested  to  us  by  the  top- 
ranking  economist  in  NIH.   It  is  one  in  which  we  heartily  concur. 
Since  NIH  makes  considerable  use  of  these  figures,  such  a  study 
might  well  be  launched  by  the  Institutes  as  a  whole. 
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9.   CONCLUSION 


In  bringing  this  task  to  an  end  we  would  like  to 
thank  the  National  Eye  Institute  for  giving  us  the  opportunity 
to  undertake  this  fascinating  exploration.   We  do  not  know 
whether  it  meets  NEI ' s  expectations,  but  we  do  know  we  have 
ourselves  learned  a  great  deal  in  the  course  of  the  study  and 
hope  that  at  least  some  of  what  we  have  recorded  here  is  new 
and  useful  to  you  as  well. 
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American  Foundation  for  the  Blind,  Inc. 
Mr.  L.  Eugene  Apple,  Executive  Director 
New  York,  New  York 

Blue  Cross/Blue  Shield  of  Massachusetts 
Mr.  Ernest  J.  Lampron,  Director 

of  Actuarial  Statistics  Services 
Boston,  Massachusetts 

Blue  Cross  of  Northeast  Ohio 

Quality  Utilization  Effectiveness  Statistically 

Tabulated  (QUEST) 
Research  and  Planning  Department 
Mr.  John  R.  Mannix 
Cleveland,  Ohio 

California  Department  of  Health 
Center  for  Health  Statistics 
Mr.  John  Keith 
Sacramento,  California 

California  Health  Data  Corporation 

Mr.  George  D.  Tipp,  Jr. 

Director  of  Marketing  and  Customer  Relations 

Sacramento,  California 

Civilian  Health  and  Medical  Program  of  the  Uniformed 

Services  (CHAMPUS) 
Mr.  Warren  Shaw,  Statistical  Division 
Denver,  Colorado 

General  Electric  Company 
Medinet  Application  Operation 
J.N.  Carro,  Information  Services 
Rockville,  Maryland 

Hyman  Goldstein,  Ph.D. 

Research  Statistician 

Internal  and  Child  Health  Program 

University  of  California 

Berkeley,  California 

Health  Data  Service 
Maryland  Blue  Cross,  Inc. 
Ms.  Marsha  Silvers,  R.R.A. 
Baltimore,  Maryland 
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Health  Data  Systems 
Utilization  Review  Department 
Florida  Blue  Cross 
Mr.  Dale  Doukerly,  Manager 
Jacksonville,  Florida 

Health  Insurance  Plan  of  Greater  New  York 
Dr.  Raymond  Fink,  Vice  President 

and  Director  of  Research 
New  York,  New  York 

Health  Service  Data 

Sidney  Shindell,  M.D.,  Executive  Director 

Milwaukee,  Wisconsin 

Hospital  Utilization  Project 

William  A.  O'Neil,  Director  for  Systems  and  Research 

Pittsburgh,  Pennsylvania 

IMS  America,  Ltd. 

National  Disease  and  Therapeutic  Index  (NDTI) 

Mr.  Larry  Levin,  Director 

Ambler,  Pennsylvania 

Kaiser  Foundation  Health  Plans 
Public  Affairs  Department 
Mr.  Richard  Edwards 
Data  Request  Coordinator 
Oakland,  California 

Kansas  Department  of  Social  Welfare 
Division  of  Services  for  the  Blind 
Mr.  Harry  E.  Hayes,  Director 
Topeka,  Kansas 

The  Library  of  Congress 

Division  for  the  Blind  and  Physically  Handicapped 

Reference  Section 

Ms.  Hylda  Kamisas,  Chief 

Washington,  D.C. 

Massachusetts  Eye  and  Ear  Infirmary 

Dr.  Claes  Dohlman,  Chief  of  Ophthalmology 

Boston,  Massachusetts 

Medi-Record  Service  Computer  Applications,  Inc. 
Suburban  Data  Processing  Center 
John  H.  Schumacher,  Manager 
West  Caldwell,  New  Jersey 
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Missouri  State  Department  of  Health 
Missouri  Hospital  Discharge  Data  System 
State  Center  for  Health  Statistics 
Mr.  Wayne  Miller,  Division  of  Health 
Jefferson  City,  Missouri 

National  Accreditation  Council  for  Agencies 

Serving  the  Blind  and  Visually  Handicapped 

Miss  Ann  L.  New 

Consultant  on  Community  Relations 

New  York,  New  York 

National  Association  of  Blue  Shield  Plans 

Actuarial  Services 

Jack  H.  Esterkin,  Director 

Chicago,  Illinois 

National  Society  for  the  Prevention  of  Blindness 
Mrs.  Elizabeth  Hatfield,  Statistician 
New  York,  New  York 

New  Jersey  State  Commission  for  the  Blind 
Mr.  Joseph  Kohn,  Executive  Director 
Newark,  New  Jersey 

North  Carolina  Department  of  Human  Resources 
Division  of  Services  for  the  Blind 
Mr:  Jack  C.  Scott,  Deputy  Chief 
Program  Evaluation  and  Statistics 
Raleigh,  North  Carolina 

Professional  Activity  Study  (PAS) 

Commission  on  Professional  and  Hospital  Activities 

Project  Development 

A.H.  Spellman,  Director 

Ann  Arbor,  Michigan 

Rand  Corporation 
Medical  Systems  Group 
Health  Sciences  Programs 
M.A.  Rockwell,  M.D.  Director 
Santa  Monica,  California 

Rhode  Island  Department  of  Social  and  Rehabilitative 

Services 
State  Services  for  the  Blind 
Mr.  E.  Lyman  D' Andrea,  Administrator 
Providence,  Rhode  Island 
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Steck  Data  Corporation 
Steck  Data  Processing 
Mr.  Howard  Widner,  Manager 
Austin,  Texas 

U.S.  Consumer  Product  Safety  Commission 
Bureau  of  Epidemiology 
Mr.  Kenneth  Haase 
Assistant  Director 
Washington,  D.C. 

U.S.  Department  of  Defense 
Armed  Forces  Institute  of  Pathology 
Department  of  Ophthalmic  Pathology 
Dr.  Lorenz  Zimmerman,  Chief 
Washington,  D.C. 

U.S.  Department  of  Defense 
Office  of  the  Army  Surgeon  General 
Patient  Administration  Office 
Mr.  Herbert  Evert,  Statistician 
Washington,  D.C. 

U.S.  Department  of  Health,  Education  and  Welfare 

National  Institutes  of  Health 

National  Cancer  Institute 

Biometry  Branch,  Demography  Section 

Mr.  Joseph  Scotto,  Senior  Services 

Bethesda,  Maryland 

U.S.  Department  of  Health,  Education  and  Welfare 

Public  Health  Service 

Health  Resources  Administration 

National  Center  for  Health  Statistics 

Dr.  Edward  Perrin,  Director 

Rockville,  Maryland 

A.  Health  Interview  Survey  (HIS) 
Mr.  Robert  Fuchsburg 
Supervisory  Statician  (General) 

B.  Health  and  Nutrition  Examination 

Survey  (HANES)  -  1973 
Mrs.  Jeanne  Roberts 
Supervisor  Statistician  (Health) 

C.  National  Ambulatory  and  Medical  Care 

Survey  (NAMCS) 
Mr.  James  Delozier,  Chief 
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D.  Hospital  Discharge  Survey  (HDS) 
Mr.  Abraham  Ranofsky 

Survey  Statistician 

E.  Resident  Places  Survey  (RPS) 
Ms.  Joan  F.  VanNostrand 
Supervisory  Survey  Statistician 

U.S.  Department  of  Health,  Education  and  Welfare 
Rehabilitation  Services  Administration 
Office  for  the  Blind  and  Visually  Handicapped 
Mr.  George  Mayers,  Assistant  Chief 

Division  of  Services  to  the  Blind 
Mr.  Warren  Bledsoe,  Consultant 
Washington,  D.C. 

U.S.  Department  of  Health,  Education  and  Welfare 

Rehabilitation  Services  Administration 

Office  of  Human  Development 

Dr.  Andrew  S.  Adams,  Commissioner 

Washington ,  D . C . 

U.S.  Department  of  Health,  Education  and  Welfare 

Social  Security  Administration 

Office  of  Research  and  Statistics 

Ms.  Barbara  Cooper,  Social  Science  Research  Analyst 

Washington,  D.C. 

U.S.  Department  of  Health,  Education  and  Welfare 

Social  Security  Administration 

Office  of  Research  and  Statistics 

Division  of  Health  Insurance 

Statistics  Systems  and  Procedures 

Mr.  Aaron  Krute,  Deputy  Director 

Mr.  Gene  Stickler,  Chief 

Baltimore,  Maryland 

U.S.  Department  of  Labor 

Bureau  of  Labor  Statistics 

Occupational  Safety  and  Health  Administration 

Division  of  Periodic  Surveys 

Mr.  William  Mead,  Chief 

Washington,  D.C. 

Utilization  Information  Service  Program 
Massachusetts  Hospital  Association 
Mrs.  Marjorie  Gurney,  Manager 
Burlington,  Massachusetts 
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Vermont  Department  of  Social  Welfare 
Division  for  the  Blind  and  Visually  Handicapped 
Mr.  Howard  E.  Walbridge,  Director 
Mintpelier,  Vermont 

Veterans  Administration 
Blind  Rehabilitation 
Dr.  Russell  Williams,  Director 
Washington,  D.C. 

Wills  Eye  Hospital 
Thomas  D.  Duane,  M.D.,  Ph.D. 
Ophthalmologist- In-Chief 
Philadelphia,  Pennsylvania 
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COPIES  OF  QUESTIONNAIRES  A-D 
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OMB  #68S-75017 
Expires  Aug.  31,  1975 


VISUAL  DISORDERS  AND  DISABILITIES  PROJECT 

A.    Morbidity  and  Medical  Care  Sample  Surveys  and  Censuses 
Name: Agency: Date: 


Title  of  Data  Collection  System 


1.   As  set  forth  in  the  accompanying  letter,  we  are  interested  in 
obtaining  a  general  description  of  all  surveys,  and  other 
data  colleccion  systems  that  are  capable  of  providing  statis- 
tics on  incidence,  or  prevalence,  or  health  care  services 
used,  or  costs,  of  visual  disorders  and  impairments  of  vision 

The  first  thing  we  need  to  know  regarding  the  data  collection 
system  named  above  is  the  population  represented.   By  this 
we  mean:   If  one  were  to  compute  a  population  rate  from  data 
collected  in  this  system,  what  would  be  the  appropriate 
population  denominator?  (e.g.,  civilian  non-institutional 
population  of  the  U.S.,  population  of  a  particular  state, 
persons  insured  under  a  particular  plan,  etc.) 


Please  describe  the  population  covered. 


2 .    How  are  the  data  on  morbidity  or  medical  care  collected? 

(Check  one)  

Interviews  in  homes  (including  telephone  interviews) 


(1) 
(2) 

(3) 
(4) 
(5) 


□ 


Mail  questionnaires  to  individuals  or  families 


□ 

I"-  I  Examinations  of  individuals 

Abstracting  of  existing  in-patient  hospital  records 


Abstracting  of  existing  clinic  and  ambulatory  care 
records 
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4. 


(6) 


(7) 


(8) 


□ 


Creation  of  a  special  record  by  medical  care  personnel 

in  the  course  of  treatment 

Combinations  of  the  above  (Indicate  which) 


Other  (Describe) 


How  are  the  data  on  the  population  denominators  used  in  the 
computation  of  rates  collected?   (Check  one) 

F  "1  From  household  rosters  recorded  in  the  survey 
(with  or  without  adjustment  to  Census  totals) 

I   I  From  appropriate  Census  statistics  independent  of 
the  survey 

I   I  Other  (Describe)  ___ 


(1) 
(2) 
(3) 


• 


Is  the  system  for  recording  the  diagnosis  of  morbidity  or 
medical  care  classified  on  an  open-ended  basis,  or  is  the 
survey  limited  to  certain  diseases  or  impairments? 

There  is  an  open-ended  classification  by  diagnosis 

The  survey  is  limited  to  a  classification  of  diagnosis 
by  certain  diseases  or  visual  impairments 
(Skip  to  Question  6) 

Neither  (Skip  to  Question  7) 


(1) 
(2) 


□ 


(3) 


□ 


5 (a) .What  coding  system  is  used  for  classifying  the  morbidity  or 
medical  care  by  diagnosis? 


(1) 


(2) 


□ 
□ 


ICDA  (If  ICDA,  to  what  level  of  detail?) 


Other  (Please  describe  and  indicate  level  of  detail) 


000158 


B-2 


- 


(b) .Can  you  produce  statistics  from  the  survey  on  morbidity 
or  medical  care  for  the  following  diagnostic  categories, 
specifically:  (If  yes/  check  all  that  apply) 

(1)   r~~1  Glaucoma 

r   1  Cataract 


(2 


(3 

(4 
(5 
(6 
(7 
(8 

(9 
(10 


Diseases  of  the  retina 


Refractive  error 


|  ^  Diseases  of  the  cornea  and  sclera 

[~  j  Uveitis 

|  "1  Optic  nerve  diseases 

Sensory-motor  disorders,  such  as  amblyopia  and 
strabismus- 


1   !  Injury  to  the  eye,  by  type  of  injury 
r  |  All  of  the  above 


(c) .Does  your  coding  system  permit  identifying  the  etiology  of  eye 
disorders,  such  as:   diabetes,  neoplasm,  injury,  surgical 
removal,  congenital,  etc.?   (Check  one) 

(1)  r~|  Yes 

(2)  !   |  Yes,  to  a  limited  extent.   (Please  explain) 


(3) 


□ 


No 


(d) .Does  your  coding  system  permit  classification  of  the  amount 
of  visual  disability  caused,  such  as:   no  light  perception, 
legal  blindness,  other  severe  visual  disability  (such  as 
inability  to  read  newspaper  print  even  with  glasses) ,  etc. 
(Check  one) 


(1) 


Yes 
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(2) 


(3) 


□ 
□ 


Yes,  to  a  limited  extent   (Please  explain) 


No  (Skip  to  Question  3) 


Please  explain  to  what  diseases  or  visual  impairments  the 
survey  is  limited  and  what  classification  is  possible? 


(Skip  to  Question  8) 

7.  Is  this  survey  capable  of  producing  any  statistics  on 
morbidity  or  medical  care  specifically  related  to  eye 
diseases  or  impairments  of  vision? 

(1)       Yes  (Please  explain  nature  of  the  survey  and  then 
"~~  continue  with  Question  8) 


(2)       No  (Complete  no  further  questions  and  return  the 
~~~  questionnaire ) 

8 .   What  measures  of  morbidity  or  medical  care  can  be  produced 
from  the  survey?   (Check  all  that  apply) 


(1) 
(2) 

(3) 

(4) 

(5) 


□ 
□ 


Incidence  of  new  cases  during  specified  time  period (s) 

Prevalence,  i.e.  number  of  cases  in  the  population 

at  one  time  or  averaged  over  a  period  of  time 

Number  of  physician  visits  attributable  to  particular 

eye  diseases  or  conditions 

Number  of  hospital  stays  attributable  to  particular 

eye  diseases  or  conditions 

Number  of  patients  in  nursing  homes  and/or  other 

long-term  care  establishments  attributable  to  particular 

eye  diseases  or  conditions 
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10 


11. 


(6) 


□ 


Other  (Please  specify) 


Into  what  demographic  categories  can  the  data  on  morbidity  or 
medical  care  for  particular  eye  diseases  or  conditions  be 
classified?   (Check  all  that  apply) 


(1) 
(2) 
(3) 
(4) 


Age  groups 

Sex 

Race 

Other  (Please  specify) 


Is  the  survey  capable  of  producing  any  data  on  costs  attributable 
to  particular  eye  diseases  or  conditions,  either  direct  costs 
of  medical  care  or  indirect  costs  in  terms  of  disability  or 
lost  income? 


(1)   f~  |  Yes  (Please  specify) 


(2) 


No 


Is  the  survey  a  continuing,  periodic,  or  one-time  activity? 
(Check  one) 


(1) 

(2) 
(3) 


Continuing  (If  "yes",  is  the  same  sample  followed 

D 


over  a  period  of  time?) 
Periodic 

One-time 


Yes 


No 


12.    If  the  questions  above  have  not  adequately  described  this 
data  collection  system  for  the  purposes  indicated  in  the 
accompanying  letter,  please  comment  here.   We  would  also 
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appreciate  Having  copies  of  fo^s  and  instructions  used  in 
the  course  of  data  collection. 


THANK  YOU 


•  4 


/ 
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Expires  Aug.  31,  197 


VISUAL  DISORDERS  AND  DISABILITIES  PROJECT 

B>   Reporting  System  Baced  on  Claims  Submitted,  Services 

Provided,  or  Other  Required  Reporting  in  a  Public  Program 


Name: Agency: Date 


Title  of  Data  Collection  System 


As  set  forth  in  the  accompanying  letter,  we  are  interested 
in  obtaining  a  general  description  of  all  surveys,  and  other 
data  collection  systems  that  are  capable  of  providing  statis- 
tics on  incidence,  or  prevalence,  or  health  care  services  used, 
or  costs,  of  visual  disorders  and  impairments  of  vision. 

The  first  thing  we  need  to  know  regarding  the  data  collection 
system  named  above  is  the  population  represented.   By  this 
we  mean:   If  one  were  to  compute  a  population  rate  from  data 
collected  in  this  system,  what  would  be  the  appropriate 
population  denominator?   (e.g.,  civilian  non-institutional 
population  of  the  U.S.,  population  of  a  particular  state, 
persons  insured  under  a  particular  plan,  etc.) 


Please  describe  the  population  covered. 


2.   What  is  the  nature  of  the  basic  record  from  which  the  data 
are  derived?   (Check  one) 

(1)  I 1  Claim  for 'reimbursement  for  health  care  provided 

(2)  I 1  Claim  ~_£ or  disability  compensation      — 


(3) 


I 1  Required  report  of  illness  or  accidental  injury  for 

regulatory  or  accident  control  purposes- 
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(4) 


Reporting  of  a  service  provided  under  a  public 
service  program 


(5) 


Other  (Please  describe) 


3.  If  one  wishes  to  compute  population  rates  from  the  data 
collected,  how  are  the  population  denominators  derived? 
(Check  one) 


(1) 


(2) 


(3) 


From  appropriate  Census  statistics  for  the  covered 

population 

From  administrative  data  on  persons  eligible 


Other  (Please  describe) 


4 (a). Does  the  basic  record  contain  information  on  the  diagnosis 

for  which  service  was  provided,  or  the  cause  of  the  disability, 
or  the  type  of  injury  or  disease  reported? 


(1) 


(2) 


Yes 


No  (Skip  to  Question  7) 


(b) .What  is  the  source  of  the  diagnostic  information,  or  cause  of 
disability,  or  description  of  type  of  injury,  or  disease 
reported?   (Check  one) ' 


// 


(1) 


(2) 


Report  of  attending  physician 


Other  (Please  describe) 
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5 (a) .What  coding  system  is  used  for  classifying  the  diagnoses 

or  causes  of  disability,  types  of  injury,  or  diseases  reported? 


(1) 


(3) 


(4) 


(5) 


(6) 


D 


ICDA  (If  ICDA,  please  indicate  level  of  detail) 


(2)       Other  coding  system  (Please  describe  and  indicate 
level  of  detail) 


□ 


□ 


□ 


Not  coded,  but  series  of  check  boxes  is  used 
(Please  attach  copy  of  form  used  when  returning 
this  questionnaire) 

No  classification  is  possible  but  data  collection  is 
limited  to  certain  diseases  of  vision  or  visual 
impairments  (Skip  to  Question  6) 

Data  collection  is  not  limited  to  certain  diseases 
or  impairment  but  no  classification  is  possible 
(Skip  to  Question  7) 
Other  (Please  explain)  


(b) .Can  this  data  collection  system  produce  statistics  on  health 
care  provided,  or  disability,  or  incidence  of  disease  or 
injury  for  the  following  diagnostic  categories,  specifically? 
(Check  all  appropriate  boxes) 
Glaucoma 

Cataract 

Diseases  of  the  retina 


(1) 

□ 

(2) 

□ 

(3) 

□ 

(4) 

□ 

(5) 

n 

(6) 

(7) 

Refractive  error 

Diseases  of  the  cornea  and  sclera 

Uveitis 

Optic  nerve  diseases 
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(8) 

(9) 
(10) 


Sensory-motor  disorders,  such  as  amblyopia  and 

strabismus 

Injury  to  eye,  by  type  of  injury 
All  of  the  above 


(c) .Can  this  data  collection  system  produce  statistics  on  the 
etiology  of  eye  disorders,  such  as:   diabetes,  neoplasm, 
injury,  surgical  removal,  congenital,  etc.?  (Check  one) 

(1) 


(2) 


(3) 


Yes,  in  considerable  detail 

Yes,  to  a  limited  extent  (Please  explain) 


No 


(d) .Can  this  data  collection  system  produce  statistics  on  the 
amount  of  visual  disability  caused,  such  as:   no  light 
perception,  legal  blindness,  other  severe  visual  disability 
(such  as  inability  to  read  newspaper  print  even  with  glasses) , 
etc.?  (Check  one) 

(1) 


6. 


(2) 


(3) 


Yes,  in  considerable  detail 

Yes,  to  a  limited  extent  (Please  explain) 


No  (Skip  to  Question  8) 


(For  data  collection  systems  limited  to  certain  diseases  of 
vision  or  visual  impairments)                      >i 
Please  explain  to  what  diseases  or  visual  impairments  the 
data  collection  system  is  limited  and  what  classification  is 
possible 


-r  r* 
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7.    If  "NO"  in  Question  4(a)  or  if  a  check  has  been  placed  in 
5(a)  (5) 

Is  this  data  collection  system  capable  of  producing  any 
statistics  on  the  incidence  of  eye  diseases  or  injuries,  or 
on  visual  impairment,  or  on  services  provided  or  costs  of 
visual  disorders  or  impairment? 

(1)   F  j  Yes  (Please  explain  the  nature  of  the  system  and 

then  continue  with  Question  8 


(2)   |  1  No    (Complete  no  further  questions  and  return 

the  questionnaire) 

8 .   What  measures  of  morbidity  or  medical  care  can  be  produced 
from  this  data  collection  system?  (Check  all  that  apply) 

(1)  j   |  Incidence  of  new  cases  during  specified  time 

period  (s)  . 

(2)  f   |  Prevalence,  i.e.  number  of  cases  in  the  population 


(3) 
(4) 


at  one  time,  or  averaged  over  a  period  of  time 
|  ~~|  Number  of  medical  services  attributable  to  particular 

eye  diseases  or  conditions 
f  j  Number  of  hospital  stays  attributable  to  particular 

eye  diseases  or  conditions 

(5)  I  ~1  Number  of  patients  being  cared  for  in  nursing  homes 

and/or  other  long-term  care  establishments  attributable 
to  particular  eye  diseases  or  conditions 

(6)  |  ~j  Other  (Please  specify) 
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9 (a). Into  what  demographic  categories  can  the  data  described 

in  Question  8  for  particular  eye  diseases  or  conditions  be 
classified?  (Check  all  that  apply) 

(1) 


(2) 
(3) 
(4) 


Age  groups 


Sex 


Race 


Other  (Please  specify) 


(b) .Can  the  corresponding  population  denominators,  mentioned  in 
Question  3,  be  obtained  for  the  same  demographic  categories 
so  that  rates  specific  for  age,  sex,  etc.,  can  be  computed? 
(Check  one) 


(1) 
(2) 


Yes,  for  all  mentioned  in  9(a) 

Yes,  but  only  for  some  mentioned  in  9(a) 
(Please  explain)  


(3) 


Population  denominator  characteristics  not  known 
or  not  available 


10.    Is  this  data  collection  system  capable  of  producing  any 

statistics  on  costs  attributable  to  particular  eye  diseases, 
injuries,  or  impairment  of  vision,  either  direct  costs  of 

(or  charges  for)  medical  care,  or  indirect  costs  in  te,rms 
of  disability  or  lost  income? 

(1) 


Yes    (Please   specify) 


(2) 


No 
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11.    Is  this  data  collection  system  a  continuing,  periodic,  or 
one-time  activity?  (Check  one) 

|  Continuing     If  "yes",  Is  it  possible  to  follow 
~~    the  same  group  of  people  over  a  period  of  time? 
I   [  Yes       I   I  No 


□ 

D 


Periodic  (Please  indicate  frequency) 


One-time 


12.    If  the  questions  above  have  not  adequately  described  this 
data  collection  system  for  the  purposes  indicated  in  the 
accompanying  letter,  please  comment  here.   We  would  also 
appreciate  having  copies  of  forms  and  instructions  used  in 
the  course  of  data  collection  . 


THANK  YOU 
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Expires  Aug.  31,  197 


VISUAL  DISORDERS  AND  DISABILITIES  PROJECT 


C.   Blindness  Registers 


Name: 


Agency 


Date 


Title  of  Data  Collection  System 


1.   As  set  forth  in  the  accompanying  letter,  we  are  interested 

in  obtaining  a  general  description  of  all  surveys,  and  other 
data  collection  systems  that  are  capable  of  providing  statis- 
tics on  incidence,  or  prevalence,  or  health  care  services  used, 
or  costs,  of  visual  disorders  and  impairments  of  vision. 

The  first  thing  we  need  to  know  regarding  the  data  collection 
system  named  above  is  the  population  represented.   By  this 
we  mean:   If  one  were  to  compute  a  population  rate  from  data 
collected  in  this  system,  what  would  be  the  appropriate 
population  denominator?   (e.g.,  civilian  non- institutional 
population  of  the  U.S.,  population  of  a  particular  state, 
persons  insured  under  a  particular  plan,  etc.) 


Please  describe  the  population  covered. 


2 (a) .What  are  the  major  sources  of  information  for  adding  new 
cases  to  this  register? 
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(b) .What  means  are  used  to  discover  and  remove  from  this  register 
(or  identify  separately)  those  cases  which 
(1)   Are  no  longer  residing  in  the  area  covered  by  the 

register? 


(2)   Are  no  longer  living? 


(3) 


No  procedures  for  removing  or  identifying 
separately  non-resident  and  deceased  cases. 


(c) .Are  the  procedures  described  in  2(b)  carried  out  continuously 
or  periodically?   (Check  one) 


(1) 
(2) 


Continuously 

Periodically  (Please  specify  usual  interval) 


3.  If  one  wishes  to  compute  population  rates  from  the  data  in 
the  register,  how  are  the  population  denominators  derived? 
(Check  one) 


(1) 


(2) 


From  appropriate  Census  statistics  for  the  area 
covered. 

Other  (Please  describe) 


4  (a) .Does  the  basic  record  in  the  register  contain  information, „pn 

the  disease  or  injury  causing  blindness? 

Yes  // 

No  (Skip  to  Question  8) 


(1) 
(2) 


(b) .What  is  the  source  of  the  diagnostic  information  specified 
in  4(a)?   (Check  one) 
(1) 


(2) 


Report  of  attending  physician 
Other  (Please  describe) 
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5 (a). Can  this  register  produce  statistics  for  the  following 

diagnostic  categories,  specifically?   (Check  all  appropriate 
boxes ) 

Glaucoma 


(1 
(2 
(3 

(4 
(5 
(6 
(7 

(8 
(9 


□ 
□ 
□ 

□ 
□ 


Cataract 

Diseases  of  the  retina 


Diseases  of  the  cornea  and  sclera 

Uveitis 

1   I  Optic  nerve  diseases 

f   |  Sensory  motor  disorders,  such  as  amblyopia  and 

strabismus 
|   |  Injury  to  •the  eye,  by  type  of  injury 


□ 


All  of  the  above 


(b) .Can  this  register  produce  statistics  on  the  etiology  of  the 

cases  included,  such  as:   diabetes,  neoplasm,  injury,  surgical 
removal,  congenital,  etc.?   (Check  one) 

(1) 


(2) 


(3) 


□ 

□ 


Yes,  in  considerable  detail 

Yes,  to  a  limited  extent  (Please  explain) 


No 


(c) .What  is  the  criterion  of  visual  impairment  used  in  determining 
which  cases  to  include  in  this  register? 


(d) .Can  the  cases  in  the  register  be  classified  by  degree  of 
visual  impairment? 


(e).(l) 


(2) 


D 

□ 


Yes  (Please  describe  the  classification  used) 


No 
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QUESTIONS  6  AND  7  ARE  OMITTED  ON  THIS.  QUESTIONNAIRE.   PLEASE 
PROCEED  WITH  QUESTION  8 
8 (a) .Can  this  register  produce  statistics  on  incidence  (new  cases 
in  the  population  during  specified  time  period (s))  and  also 
prevalence  (number  of  cases  in  the  population  at  any  one 
time,  or  average  over  a  period  of  time)?   (Check  one) 

(1)  I   1  Yes,  both 

(2)  j~~~~|  Yes,  prevalence  only 

(3)  I   |  Yes,  incidence  only 

(4)  }     Neither,  or  doesn't  apply  (Please  explain)  


(b) .Does  the  register  include  information  on  the  medical  care, 
treatment,  or  rehabilitation  that  has  been  provided  to  the 
cases?   (Check  one) 


M) 


(2) 


Yes  (Please  indicate  items  included  or  enclose  copy 

of  basic  form  when  returning  questionnaire) 

No 


(c) .Does  the  register  include  information  on  whether  the  cases 

are  living  in  their  own  homes  or  in  residential  institutions? 
(Check  one) 


(1) 
(2) 


Yes   If  "yes" ,  Does  it  indicate  the  type  of 
institution? 


No 


Yes 


No 


i  ii  \ 


9 (a). Into  what  demographic  categories  can  the  data  described  in 
Question  8  for  particular  eye,  ,diseases  or  conditions  be   ' 
classified?   (Check  all  that  apply) 
(1) 


(2) 
(3) 


(4) 


Age  groups 


Sex 


Race 


Other  (Please  specify) 
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(b) .Can  the  corresponding  population  denominators,  mentioned  in 
Question  3,  be  obtained  for  the  same  demographic  categories 
so  that  rates  specific  for  age,  sex,  etc.,  can  be  computed? 
(Check  one) 


(1) 
(2) 


(3) 


Yes,  for  all  mentioned  in  9(a) 

Yes,  but  only  for  some  mentioned  in  9(a) 
(Please  explain)  


Population  denominator  characteristics  not  known 
or  not  available 


10. 


Is  this  register  capable  of  producing  any  statistics 

on  costs  attributable  to  particular  eye  diseases,  injuries, 

or  impairment  of  vision,  either  direct  costs  of  (or 

charges  for)  medical  care,  or  indirect  costs  in  terms 

of  disability  or  lost  income. 


(1) 


(2) 


□ 
□ 


Yes  (Please  specify) 


No 


11 (a). How  long  has  this  register  been  in  existence? 


(b) .Do  you  have  any  information  or  impressions  about  the  percentage 
of  completeness  of  the  register,  i.e.  what  percentage  of  the 
cases  the  register  is  designed  to  include  are  actually  included? 
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12.   If  the  questions  above  have  not  adequately  described  this 
data  collection  system  for  the  purposes  indicated  in  the 
accompanying  letter,  please  comment  here.   We  would  also 
appreciate  having  copies  of  forms  and  instructions  used  in 
the  course  of  data  collection  . 


THANK  YOU 


/ 
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OMB  #68S-75017 
Expires  Aug.  31,  1975 


VISUAL  DISORDERS  AND  DISABILITIES  PROJECT 
D.   Hospital  Discharge  Abstracting  Systems 

Name: Agency : Date 

Title  of  Data  Collection  System  


1.    As  set  forth  in  the  accompanying  letter,  we  are  interested 

in  obtaining  a  general  description  of  all  surveys,  and  other 
data  collection  systems  that  are  capable  of  providing  statis- 
tics on  incidence,  or  prevalence,  or  health  care  services  used, 
or  costs,  of  visual  disorders  and  impairments  of  vision. 

The  first  thing  we  need  to  know  regarding  the  hospital  dis- 
charge abstracting  system  named  above  is  the  extent  to  which 
the  system  covers  the  short-term  hospitalization  experience 
of  a  defined  population.   By  this  we  mean:   is  there  a 
population  such  that  one  can  appropriately  use  data  from 
the  abstracting  system  to  represent  all,  or  nearly  all,  of 
the  short-term  hospitalization  provided  to  that  population? 
If  so,  how  can  one  describe  that  population?   (Please  explain) 


QUESTION  2  IS  OMITTED  ON  THIS  QUESTIONNAIRE.   PLEASE  PROCEED 
WITH  QUESTION  3 

3.    If  one  wishes  to  compute  population  rates  from  the  data 

collected,  how  can  the  population  denominators  be  derived? 
(Check  one) 


(1) 


(2) 


From  appropriate  Census  statistics  for  a  defined 

area 

Other  (Please  describe) 
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4. 


What  diagnoses  are  recorded  on  the  discharge  abstract? 
(Check  all  that  apply) 


□ 


Admitting  diagnosis 

"Principal,"  or  first  listed,  or  diagnosis  prin- 
cipally responsible  for  the  stay,  as  finally 
determined 
Other  diagnoses   If  checked,  Up  to  how  many? 


5 (a) .What  coding  system  is  used  for  classifying  the  diagnosis 
referred  to  in  Question  4? 


(1)        ICDA    If  ICDA  Please  specify  level  of  detail 


(2) 


(3) 


HICDA   If  HICDA  Please  specify  level  of  detail 

Other  coding  system.   (Please  describe  and  indicate 
level  of  detail) 


(b).Is  the  coding  carried  out  in  the  hospitals  or  centrally? 
(Check  one) 

(1)  j  1  In  the  hospitals  entirely 

(2)  ~|  In  the  hospitals  but  with  complete  or  sample 
"*  checking  done  centrally 

(3)  j  "~|  Done  centrally 

(4)  I  "j  Other   (Please  specify)  

* 

p — 

(c) .Can  this  abstracting  system  produce  statistics  on  the  etiology 
of  eye  disorders  cared  for,  such  as:   diabetes,  neoplasm, 
injury,  surgical  removal,  congenital,  etc.  (Check  one) 
Yes,  in  considerable  detail 


.ft 


(1) 
(2) 

(3) 


□ 
□ 


Yes,  to  a  limited  extent  (Please  explain) 


No 
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(d) .Can  this  abstracting  system  produce  statistics  on  the 
amount  of  visual  disability  caused,  such  as:   no  light 
perception,  legal  blindness,  other  severe  visual  disability 
(such  as  inability  to  read  newspaper  print  even  with  glasses) , 
etc.?   (Check  one) 

(1)  r~~n  Yes,  in  considerable  detail 

(2)  f~~  J  Yes,  to  a  limited  extent  (Please  explain)  

(3)  I   I  No 


□ 


QUESTIONS  6  AND  7  ARE  OMITTED  ON  THIS  QUESTIONNAIRE.   PLEASE 
PROCEED  TO  QUESTION  8 

8.    In  addition  to  statistics  on  discharge  rates,  what  other  kinds 
of  statistics  can  be  produced  from  this  abstract  system  for 
eye  diseases  and  injuries?   (Check  all  that  apply) 

(1) 


(2) 
(3) 


|   |  Statistics  on  days  of  care 

I      |  Distributions  of  cases  by  length  of  stay 

j   i  Operations  performed  for  specified  diseases  by 
type  of  operation 
(4)   I  ~~|  Non-surgical  services  and  tests  performed  for 

patients  with  specified  diagnosis.   (Please  indicate 
or  enclose  copy  of  abstract  form  when  returning 
this  questionnaire) 

9 (a). Into  what  demographic  categories  can  the  data  described  in 
Question  8  for  particular  eye  diseases  or  conditions  be 
classified?   (Check  all  that  apply) 

(1)  F  |  Age  groups 

(2)  |   |  Sex 

(3)  I   I  Race 

(4)  j  ~|  Other  (Please  specify)  
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(b) .Can  the  corresponding  population  denominators,  mentioned  in 
Question  3,  be  obtained  for  the  same  demographic  categories 
so  that  rates  specific  for  age,  sex,  etc.,  can  be  computed? 
(Check  one) 

(1)  ~~ ~  Yes,  for  all  mentioned  in  9(a) 

(2)  Yes,  but  only  for  some  mentioned  in  9(a) 

(Please  explain) 


(3)       Population  denominator  characteristics  not  known 
~    or  not  available 


10 


11 


Is  this  abstracting  system  capable  of  producing  any  statistics 
on  costs  attributable  to  particular  eye  diseases,  injuries, 
or  impairment  of  vision,  either  direct  costs  of  (or  charges 
for)  medical  care,  or  indirect  costs  in  terms  of  disability 
or  lost  income? 

Yes  (Please  specify)  


(1) 


(2) 


No 


Is  this  abstracting  system  a  continuing,  periodic,  or 
one-time  activity?   (Check  one) 


Continuing     If  "yes",  Is  it  possible  to  follow 
the  same  group  of  people  over  a  period  of  time? 


I   |  Yes     j   t  No 
f  ""]  Periodic  (Please  indicate  frequency) 

D 


One-time 


a 
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12.   If  the  questions  above  have  not  adequately  described  this 
abstracting  system  for  the  purposes  indicated  in  the 
accompanying  letter,  please  comment  here.   We  would  also 
appreciate  having  copies  of  forms  and  instructions  used  in 
the  course  of  data  collection. 


THANK   YOU 
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APPENDIX  C 


SAMPLE  FORMAT  OF  MASTER  LOG 
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Tl-   Joiuiiidiit    conq-Miitdi    ^eaines:'   and    proui -?s.sive    o^tic    nerve    atrophy. 

occarccncc   in.   *oar    generations    of    ci   rajiil/. 
j.>   Arc.':    Onntnal.uol    ^1  i/t.)  :*V»-1jj,    rob   74 


d-3o  00C227 


*7:m1L1M.    A>D    (.fc.Nr.ilC    Ai>t»i:CTr    OP    fcSfh    DISKaSKS 


AU-   JitiLLiOukui*    J    ;    Liarixo-s    S    ;    Gianni Kas    A    ;    Agor.ppoulos   Z 
AU-   P a pa chrrstou    •'->    ;    SoaKc.kos    t 

i'l-    ,:    nvwiy    rtro'.hizcj    do;:  i:.a  iiti ;    inherited    syiiJrou,e:    snort    stature* 
ocji.u    i-i'iui    iiiLicuiai"    dno.iulit'.s,    r;<ental    retardation . 
o-   i.ilv    lu--aaM    Acta    ^o  (h)  :Joj-6,    Nov    7j 


j 


A l- -    Jatt.vOCii r>    C  J    ;     i, r  i> e    A  * 

Tl-  Low^'-   ijynoroae,    hj^Lce    oi.    a&xno   acid    transport    doJtcct   in   cultured 

r  i  j:'oDi>.  i3  tz. . 
SO-    Acta    (uediciii    Scand    b^  (t.)  ;t.  1b-o,    Nov    73 


A  J-    Louhtc.i    iM     ;    ipirris    !< 

i!j—  he  una!    aplasia   in    assuciution    with    iccjcular   coioboi-u,    keratoccnus 

a  b a    cat a r  r.ci  • 
SO-   Clin    Genet    4(3):27o~4,     "1*73 


AU-  hereto 3a  J 

n-  utj!.v-:tic  aspects  oi  iairtilial  amyloidosis  with  corneal  lattice 

dystrophy  jlu  cranial  neuropathy. 
SO-  Clin  Genet  4  (j)  : 173-lab,  1*73 


AU-   Sexaud.   JIJ 

Ti-   i he   lenticular   attachment,    of    the    zonular   apparatus   in   congenital 

simple    ectopia    lentis. 
SO-    ActvJ    Ophti.ai  s,ul     (fvan)     S1(h):P*'G-o,     1*73 


AU-   t'lncvor.;    3    ;    otto    AJ    ;     Van    den    nouvel    JF 

Tl-  A    iaiiiily    ueiijcuo    vit.h    cornjax    dystrophy,    tapetoretinal 

ae-_;eneiv.  tio:.-    aiui    aiiuni^i.:. 
SO-    ftctu    Oph  i..i..l',OJ      (r  r»ii)     5  I  ( U)  :  ^')-6(i r     197j 


au-  Vfuiiij    r..s    ;      fillip:    CI 

ri-  l-or  >i.:iteu  t  hyperplastic  priaary  vitreous  in  non  -identical  twins. 

SO-  Acta  Oph  ta.,i.iul  (a-jji)  b1(«i)  :**J*t-7t  1*7j 


D-31 


000228 


KA/ULi-kL    kS.v    (I'm  I1C    h^t'lLTL    OF     J  Yx     DI  1.-1-7*!;  1:3 


AU-   rv'iillips    CI     ;    Lci^nton    p/t    ;    yonostir    ha 

XI-  Cor»  i jnii  al    hercciiLuiy    bii^tAr.*!    norj -attach  n,ent    oi    retina.    A    sib.rUi.ip 


ft  U-     .abl.Mllt       J    J; 

11-  Loiv-aciiiij     thyroid    stipulator    ai;a  thyroid    iunction    in    relative's    o: 

j.it  leiir.:.     V.  it  ft    '.-r  c  V  ■  n.  '     i!.  is>OdSO. 

SO-  Clin    cinuocriwi     (uxi)     ^.(3)  ;  /.ll-  j!  ,  t-ul    73 

-       -.  - 

i.U-   .i'--i. ',ijiu    P    ;    -aiir-oii    0    ;     idna:;    A    ;    t'rieGia&n    A 

11-  .liuLtidl   corneal    u^r~iOios. 

bO-  A. i,    J    O»ji»t;ialinol    '/'6(d)  :v7i-7#    Dec   7J 

■'.■•.. 

A 'J-   Lovenson    Jr.    ;    cnanuler   JW    ;    Aaaiaan    KE 

ri-   ^3,fect«*u    at*y ruptudicitic    relativ^r    in    congenital    hereditary 

sMiuOtheliai  cystropny* 
SO-  A:.    J    Oohttidl.iiQl    7o  (o)  :  967-71 ,    Dec    73 

k  U  -     ixlldl'     I:  ',\ 

'11-   Letter:    CtiuetiCF    oi    re  ti  no  bias  ton  a.. 
30-  A  a    a    Oohthaliiiol    76(6)  :1oic,    Jec   73 


A  Li-    jJuuiDr    t:. 

11-  nineties    aria    physioloa)    or    colour    vision     (%my    story    on    colour 

Vision   qon^tics    anu    pn vpiolo<*yff)  . 
J>U-    .ictd    o.htiialx-ol    [«>uppi]    (ubh)     :1-75,     147J 


£  U  -    '.uilla.'l  O     N 

il-   Lutticvi    Liystio~!r/    oi    tn«    co.'ku.    Its    cc  nn.ee  ti  en    with    preceaincr 

ev-isoti c,s    oi    crystals   and    vili    ratjseouent    amyloidosis. 
SO-    itu    O^rnhdicoA     (vbn)     fi1  (j)  :  j^S-."*:,     1^7j 


; 


D-32 
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KA,.xLi;.L    Ar.Jj    btNl.TIC    ASt'hCTS    OF     *V£    i)I£RA£»fc£> 


AU-  inlors  n  ;  aatthitssen  iiE 

Ti-  Hereditary  crystalline  corneal  dystrophy  of  Schnyder. 

SO-  !\i:U  Ouhtoal^iol  •  (Ab.i)  :>  1  (  3)  :  J  lb-24  ,  1^73 


A  J-  Ma.lt.m  r,'  ;  Ki ;.:-:  :jou:  ne  M  ;  Anderson  Kb  Jr 

'XI-  fa    ii.lj.rtl   ;;o';lnlupd;.'ilieC03  d  . 

SO-  Soitl  :.tii  J  tb  (7)  :?9o-40^f  Jul  73 


AU-     LytiiJOe     C      ;      ha;uSty      Lb* 

Tl-   A     »os.-:iblo   Ca:;e    ci    ucalo-ctrcbro-renal     (Lowe':;)    synciocit    in   a. 

i  c-njulc    i  ii  £an  t. 
SO-  C.i.i    J    Ophtnal^ol    .>(*+)  :5Vl-6,    Oct    73 


A 'J-    L*ci«:i(.^diieTi    A    ;    ale:..etti    P. 

11-   .i^^ecii  i.ui  \    i3t5nilb    cataracts,    in    distal    late    hereditary    myopathy 

(i'.vujdtnic;    PiiStdiis    tarda    Hereditaria). 
SO-   Jy;,  ch  ujLinOioa  lCd    16,e  (o)  :44  1-yr     1^7-> 


AU-   7  aid    u    ;    imager    .-:    ;    hupp   H    ;    Koch    ? 

'II-   rne    n*aro pathology    of    a    peculiar   ioxm    of    cerehro-renal    syndrome   in 

d    cniia. 
So-   ;!caro;jdtdiatrife    M  (_>)  :  322-37,    Jul    73 

A  J-   Jul.qI;    K    ;    JtlliruTer    K    ;    szabo    L    ;    Totn    K 

II-    lujuij    changes   in    Luwe's    ocuic-cere^r o-renal    synaroiae. 

So-   iieu  cop  "it-raid  trie    4  (3)  :30*4-1  J,    Jul    7j 


ft  u  -    oi-?t;i    i  ri     ;     ^e  tii    s 

Tl-   vJ-.-.i  stical    stuii)    o_    fin^ami    f.d^as     (Nu^aiand,    Inaia)  :    A1A23Q,    ft.tff    Rh 

3lo*u»iJ  jiaj^r,  .^0(n)  secretion,  PTL  taste  sensitivity  and 

cole  ur-olmd  nes  -i. 
SO-    .i  ;.i  r    biol     ib  (  j)  :  -.1j7-oo,     Se^    73 


000230 


HhiLiat    ASb    nENL'ilC    ASE'FC'i'S    OF    FYE    DI^EASKS 


ii-  Contributions   of    the   genes   albinism     (c)    and    retinal    defeneration 
(ru)     Lo   a    :tidin-r>y-tidinir:a    procedure    interaction    in    avoidance 

leamina  . 

iaO-     bcrii.JV'    ut;ntl     3(j)   :3lJ-1br     Sep     7  J 


Au-  jii*,;  3.->cn  Aw  ;  L«s  hiti  a  lift  *  ;  r'orsius  J 
ii-  Congenital  cornea  plana  in  ?iniand. 
jo-   Clin    Genet    4  (4)  :3U 1  —  10v     1^7j 


. 


n 


• 


u-   I'&tasler  US    ;    Apple    Lj    ;    Goldberg   flf 
21-  ocular    iintiinqs   in    a    Kindrea    with    K^rle   disease.    KyperAeratosiL 

toiiicuiaris   =  t    paraiollicuiaris   in   cutout    penetraiis. 
SO-   Arch    Oi,Iithal;aoi    90  (4)  :17b-b0,    Oct   73 


AU-  iniith    JL    ;    Hoyt    wf    ;    Susac   JO 

i'l-  Ocular   luraus   in    acute    Leber   optic   neuropathy 

SO-   Aicn    Ophthalmol    ^0  (5)  :3<49-54,    Nov    73 


AU-   J^anston    SS    ;    barrach    o    ;    Nevin    NC 

TI-   :*ereditar\    Secular    degeneration   in    three   generations 

SO-  bi    J    Ophtnalii.oi    57  (6)  :  57b-b3#    Aug    73 


L 


1  ■■ 


AU-  LcvKoriid  I  ;  Davies  XS;  Salmon  JD 

TI-  Lattice  ut generation  in  a  ianily:  with  retinal  detachment,  and 

cataract. 
50-  br  J  Oph thai  col  b7  (3)  :Soo-71,  Aug  73 


al-   ivivj   CI!    :    wil^on   LJ 

i'i-   Javeniit     ret  in os en  is is  . 

SO-  ur    J   Opji  thaliioi    bl  (o)  :f>6o-i  #    Aug    73 


Au-   jLo,;ac,v   b[>    ;    Wyatt    Ii x 

ii-    ii.roditar>    sex-lin^ca   retinoschisi.s . 

So-   ;ii    J    Ophtnair.oi    L 7  (i>)  :  Sol-'.), Au<;    73 


! 


D-34  000231 


KArtlLIi.L    P.\ib    Oh'NUiC    ASPtCTS    CK    LlP.    DISKASfcS 


AU-   Nei.iet    :•    ;    trachd    h    ;    Lazar    M> 

TI-  Spontaneous    liltcrin?   blebs   in    Axenleld   syndrome 

SO-A:a    J    Uprithui^ol    7b(s):Su0-1,    Oct    73 


AU-   F.ii  \enstem    -J    ;    i.**nkjma    t 

Ti-  i  i ..-.-;  c  .•doiwai    ii  ysu-eiH-iio    ana    hyaline    aoabranes, 

SO-   Aji    J    OphthaJ.tt.oi.    7o  (-»)  :4o2-7,    Oct    73 


AU-   Ken  yon    .\r,    ;    Luuiaen^e    Ah 

Ti-   j*' arthei    studies    ol    congenital    herecitary    endothelial   dystrophy    of 

the  cornea. 
SO-    ftX    J    u;  ntn.ii.:,oi    '/u  (8)  :*•  19- j:l#    Oct    7  J 


AU-  ?.orsiii£    fi    ;    Krause,    U    ;    helve   J    ;    Vuopala   V    ;    nustonen    E 
AU-    n'ainio-  "a  ttiia    s    ;    Feilrian    J    ;    Eriksson   AW 
Tl-  Visual    acuity   in    1b3    cases   ol    X-cnromosomal    retinoschicis 
SO-  Jan   J    Or>htnaifi.ol    o  (3)  :3o5-9j,    Jul    73 


Aii-    SsiKSson    AW    ;    Forsius    ii 

TI-   Viteiiiioriu    macular    defeneration. 

SO-  J    Genet   Uuib    2,1(1):  1-13*    «ar    73 


AU-   Cohen    M    ;    ^cjanxtl    p.    ;    Orr   H 

Ti-   Absolute    l&v^ls   ol    soiv-e   nee   afttino   acids   in    normal   and    r>io  logic  ally 

SO-   Invest    Ophthalmol    Iz  (9)  :6cJo-93r    Sep    73 


Ab-   Si.itn    LP    ;    iclt    bL    ;    Isaacs   A 

Ti-  Congenital    tritanopia    without   neuroietinal    aiseci.se. 

SO-  Invest  Ophthai&ai  K(j)  :buo-17r  Au^j  73 


Ab-   Z.j.nK   .iA    ;    I/a  It, aery    iy    ;    bicct.r    JF 

TI-  Increased    sensitivity    to    theophylline   associated    with    primary 

op en -angle  »iiaaco:Ra. 
So-  Invest   Ooiit>iai^oi    li  (b)  :603-7,    Aug    73 


D-35 


00C232 


PAi-.lLlnL    Atfb    ^EN'hTlC    J»i>PFClS    0?    FYL    L/lStASFS 


AU-Aud in    A 

II-  Colcrb^inuness   and    gene    flow   in    Alaskans. 

SO-   A i..    J    mUJ.    Ctaet    25(^>)  :c6*-u,    Se^t    73 


A LJ  —   PieifiVi    t'«    ;    J  "un  *•-.-**  m    G    ;    roister    J    ;    Bauer    11 

II-   Lipiphys^al   '1yc}/ia3ia    oi    tne    lemoral    head,    sevtrt    myopia   ant: 

perceptive   ntarin^    loss   in    three   brothers. 
SO-  Ciin    t^net   4(2):1^1-4,    1y73 


Au-  Se^esty%en   J    ;    ^onts    K 

TI-  OC'iidc    it'ove^ont   disturbances   in    a    fanily    with    trisomy    22    syndrome 

SO-  O^nt-ial-oiou  ica    1t>6  (5)  :360-71t    1973 


A  u-    ioilnei    ;<;>    ;    MCK^rs   J 

Tl-   Fajiliary    bilateral    segmental    retinopatnia    pigmentosa 

SO-  Ophthalv.olo-jica    16o  (5)  :327-41 ,    1973 


AU-   XiCKe    DK 

TI-  Lioldenhar^s   syndrome:   ti«o   cases   of    oculo-auriculo-vertebral 

dysplasia    occurrina    in    full-blood   Australian    aboriginal   sisters 
SO-  rtust   Paediati    J    6(4):213-4,    Dec   70 


AU-  Schwartz    jt    ;    i-veuimg    FK    Jr    ;    Feinleib   H    ;    Garrison    RJ    ;    Collie    I>J 

Ii-   i'vin    iitiiidbiiity    study    or    tne   corticosteroid    response. 

SO-  Iians    An.    Acaa   Ophthalmol    Otolaryngol   77  (2)  :0F  12b-36,    rtar-Apr    73 


Au-  Laucriuan   i»J    ;    Berenberc;    B    ;    L>resnan    r. 

i' i-  Jionr's   syndrome:    Lamiiial    optic   atrophy,   spastic   diplegia   and 

SO-   j^    let.    Chile    Neurol    15(1)  :^  1-7 ,    Fe:>   73 


AU-    "lcllor    i.-I;    ;     Richa.ru.son    JF    ;    *atwouqh    b 

Ti-   The    die    oi    thermography    in    la'niliaJ.    congenital    homer's    syncroj.t. 

SO-  j^.v    leu    Chile    tfeurol    lb  (1)  :1*»-df    Feb   73 


d-36  000233 


PAfclLIAL    #»NL>    GEN*.  TIC    ASi  ECT^    OP    £YE    LISfcASPS 


AU-    iVuourow    JC 


Tl-  u L-«    27   dnd    heiter^s   syndrome. 
SO-  Lancet    2 (biu) :o71-2,    ^2    Sep    7j 


ArJ-  1'oaiiuso-n    A    ;    Leichtcn    DA 

Ti-  Ocular    aicension.s    in   the   herecity    of    angle— closure   glaucoma 

SO-    or   J    0|.litiidiuCi    :>7  (7)  :  4/5-bo,    Jul    7  J 


AU-  :ioilisLer    JW    ;    Klein    Sil    ;    De   Jager    liJ    ;    Lachaan    US    ;    Riaoin    LL 
Tl-   1  no   iaci  ii.io-auricuio-aento-rtigital    syndrome. 
SO-  J    ^ediatr    wj(j)  itjd-^'t,    Sep    73 


AU-   Pvfce    i)*    ;    latter  sail    tb 

Tl-   jiaietic    retinopathy    in    identical   twins 

SO-    Diabetes    <m(o):b1J-j,    Aug    73 


AU-   betts    VR    ;    yorrest-Hay    I 
TI-  Juvenile    nephronophthisis . 
SO-   Lancet    I  (bz7)  :475-o ,     1    Sep    73 


All-   Memilewicz   J    ;    liainer   JD 

Tl-   X-lm^age    in    ir.anic-depressive   illness. 

SO-   Br    f,ed    J    3(b7U):2bU,    4    Aua    73 


AU-  Schremsr   hL    ;    .lcAiister    *h    :    Marshall   RL    ;    Shearer    UT 
11-   stickler    rvriurojie    in    a    pedigree   or    lierre    Robin    syndrome 
SO-   A..    J    bis    Child     lib  (1)  :oo-Vt ,    Jul   73 


AU-  .larn: oi  ::i 

ill-   Hereditary  vertical  nystagmus. 

so-  ;rcn  Ophthalmol  90(2):107-11#  Aug  7j 


D"'37  00023  it 


KAMLIAL    l-Ab    GENFYIC    ASPECTS    OP    LYh    DISEASPS 


AU-  Uron    A  J    ;    inpathi    RC 

fl-  Cystic   divorcers    oi    the   corneal    epithelium.    I.    Clinical   aspects. 

Su-   3i    J    Ophthalmol    VI  (o)  :361-7b,    Jun    73 


*U-   rhorn  ii.ie   J    ;    'iri^c,    tfj    ;    StocKert   n    ;    GlUteCKsohn-wa* lsch    S    ;    Cora    Cf 
i'x-   ".  uitipl^    ;>io  chemical   eiiects   01    a   series   oi    x-ray    induced    luutations 

at    the   ulbj.no   iocjs    in    the    .'iioase. 
Su-   3iocheii    Ot.net    9(1):*!>-39f    rJC*y    73 

■     .      ..  I  ■  '•  ■  "      ■  "  '  ■• 

AU-  J".3rn^rot    G 

Ti-   Diauetei?    'iieiiitus    with    optic   atrophy — thalassemia-like 

sideroblastic   anemia    and    wea*    isoacrjlutinins — a    new   genetic 

synorci.e? 
So-  Acta    *eu    Scand    19J  (4)  :359-62,    Apr  73 

,.   .  . 
»  .■..■-■. 

AU-  FitzpatriCc  C 

TI-  Rubella  cataracts  in  one  ot  twins. 

SO-  Trans    Oonthalitoi   Soc    UK    *2:d11-3,    1972 


- 

■ 


At'-   A  rill    At; 

TI-  Atrophic  macular  chanc.es  with  emphasis  on  hereditary  aspects. 

SO-  Trans  Ophthul&iol  Soc  UK  92:419-47,  1972 


.. . 


,  ' 


..  .  -i      ' 

AU-  Bird  AC  ;  Teeters  Vw 

TI-  Tiic  evolution  or  subpiyment  epithelial  neovascularization  in  senile 

disciiorni  macular  degeneration. 
SO-  Trans  Ophthalmol  Soc  UK  92:413-7,  1972 

.•...■..■.■■         - '       !  '-:      '••  ■ 

*U-  Bird   AC    ;    hyjaii   V 

TI-  detection   or    heterozygotes   in    raiailies   with    X-linKed   pigntntary 

retinopathy    by    aeasureiricnt    or    retinal    rhodepsin    concentration. 
SO-   Trans    Cphthaliol    Soc    UK   92:221-9,    1972 


■  ■- 
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FAMILIAL    Aifb    GL-NfTlC    ASPECTS    OF     EYE    DISEASES 


AU-   Jay    B 

Ti-   rier editor y   aspects    oi    pign.entary    retinopathy 

SO-   i'lans    Oiihtiialuyl    Sec    OE    9^:173-6,    1972 


AD-  Ciicrri    f^ 

Ti -  U  p httr' s   syn a  roaie  . 

SO-   A il'ii    Ophchuinoi    S  (7)  :  74  j-*Sz,    Jul    73 


AU 
TI 
SO 


—       M 


Viitt    AC    vein    ;    Waaruyiibary    PJ    ;    Forsius   a    ;    Eriksson   AW 
4  ystaguio^rapriical    studies    in    Aland    eye.    disease. 
i'-Gnojr   x. un   Genet    6:205,     1S72 


A0-  Gr"atzner    \-    ;    Spivey    hE    ;    Samjor   K 

Ti-  Lindane   studies   in    X-iinkeu    retinitis   pigmentosa. 

So-   ttpnogr   H\irA  Genet.   6:1^5,    1^'/z 


AU-   Klein    D    ;    K**oni«^    h 

TI-  Ophthaliaolegical    and    genetic   considerations   on    a   case   of   Lome's 

synaron.e  . 
SO-  :ionogi    Hun:  Genet    6:137-t>„    1972 


AU-   sorsby   A    ;    Benjamin    b 

TI-  :iodes    oi    inneritance   ox    errors   ol    retraction. 

SO-  J    .iec    Genet    10(2)  :1b  1-4  r    Jur;    73 


AU-   Knll    Ah'    ;    i^utntaii    AF 

TI-  Xne    various   categories   of    juvenile   macular   aegeneration. 

SO-    trails    Aid    Ophthalmol    Soc   7G:2zO-4t>,     1*j72 


AU--  K  eyes    .\J 

TI-   Volantaiy    nystagmus    in    lw^    generations. 

SO-   Arch    frturoi    2*  (1)  :63— 4,    Jui    73 


D-39 


O0C23S 


VA^1LI/.L    i  nD    ivKHIvVlt    AIU'KCTS    OP     h*h    Dlf^AlSt'S 


Ab-   N<  y  aero-Janse  r.    fc    ;    uefsua    S 

TI-  Spastic  (i.ira^ar^sis  associated  with  optic  atrophy  in  monozygotic 

t  w  A  1 1  s  . 
SO-   icti    '•(••iroi    SCand    [Suppi]    L>1:2b1-J#     1972 


A  J-   :lusn    ,»J    :    bpivey    ul. 

11-  Licnucic   ui.-pHcts   oi    straDisiaus . 

SO-   Due    Opr,t'ialu»ol    34  (1)  :2db-9l,    21    Feb    73 


AJ- 

A>l- 

n- 

SO' 


<civu.<Jir:uS    T    ;    Sin.il~d   S    ;    LeikKinen    £    ;    R"as"dnen   0 

rfds  '.-.; "ochti :l   0 

3  _)**o j r-_jD  's   syndrouifc'   and   achalasia   oi    the   cardia    in    two    siblings 

Pediatrics   51(5):v4j-5,    hay    73 


■■■ 


AU-  Cyvin  Ki  ;  aeidemann  J  ;  Bathen  J 

Tl-  Lov-o  byadroxe. 

SO-  Actc  .aedid.tr  Scand  62  (3)  : 309-12,  Kay  73 


AU- 
11- 

so- 


t>ri.iaiy    Mude-closure    9laucu:iiu:    chanuing   concepts    of    inheritance 

ar,.    en  vir  uiui  ei:t  . 


a.  j.  a  '  1    ^ 


AU3t  Coll  Ophthalmol  3:11-7,  1971 


Ti 
So- 


-  VOa^U 


-  -  o •.;  -  i 


.  • 


sy'iwroue.  witn  particular  reierence  to  the  carrier  start; 


Pr. 


.ns    i'uC    Loast    C  toopnthalniol    Soc   53:219-27,     1972 


-■   " 


AU- 

'i   i  — 


S  z  o  d  o  r    A 


oculoT'iuiyn'Tfcal   syndrome.    A    clinicopa tholoaical    rttniy. 


Sc»-   Jur    "eu-.ol    b>  (4)  : 


<£-:>*  f 


1',7J 


AU-    *iu  to    JL    v<in 

II-   Poi.vilo^tiro -,ia    diiid     (Aibinisnius   circuuscriotus) 

So-    Jd.at.uc^iCu    14S(1):9-15,     1972 
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r^.,ILIAL  ,»NJ  GfcNc'TlC  AFPfcLTS  OK  EYE  DISEASES 


AU- 

n- 

5u- 


H e r d a n    SJ    ;    hughes    rf? 

Recurrence  or    hereditar>    cumeal    dystrophy    xolloving   1-teratoplasty . 

A;..    J    Opr;thaldoi    75  (U)  :t>89-9*lf    Api    73 


.llaert    H 


A  U-    VlS     *»L     ;      '/ailiiJ&l 

i'l-   Lo*' 

SO-   futhol    Fur    7(3):3u7-19,    1972 


fteur   G 


-s    ;,/ iiGLc.it. .    A    clinical    stucy    oi    tour    case: 


AH-   .vUL'idort    J    ;    Se^ers-Cadranei   4    ;    fotvliege    £ 

II-   Lufi's    :- .;iii:ro.ae.    t'atholcgicai    studies    of    four    cases 

SO-   lathol    Mil    7  (j)  :*.49^b2#    1972 


AU-  *m<eluian   JE    ;    Delleaan   JW 

Ti-   ?i\>j1< :..  c    round    hereditary    iuacular   uystropny   of    the   cornea    (Groenouv 

typ-B    II)  • 
SO-  OphtAali.plogica    1o5  (6)  :55  l-i,    1972 


AU-   Tianeriiian    GJ 

TI-   Atroohit.    retinae    pigmentosa   atypica. 

SO-    O^ntddlu.  ologica     1ob(6):S22#     1^7^. 


AU-   <?ametr    ti  I. 

TI-   riuntdr    Gyhuioso    in    girl. 

SO-   n    \-igi   J    ?.-■!    2i3o  (lo) i  :o\5p,    19    Apr    73 


Au- 
So- 


jcli'Ob'su  i,F 

Fixation  characteristics  in  aerecitary  congenital  nystagmus 
J  o->toi  SO  (I)  :^.9-9C,  Ft.b  73 


•V 


A  u  -   Senior    _. 

Ti-   familial    renal-retinal   dystrophy, 

SO-   A,i    J    Jis    Lhiid    12t>  (3)  :442-7,    :.ai    73 
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00C233 


YK^lllhL    AND    CclNLlIC    ASPECTS    OF    EYE    DISEASES 


AU-  <elxr?r  Ji' 

Tl-  A  comparison  ci  the  refractive  status  of  myopic  children  ana  their 

parentL. 
SO-  A;.  J  OpLou  3b  (3)  :^'0b-l1,  Sar  73 


Aii-  ^c-ncz.i  J  ;  Scnnitzier  A  ;  «alaws*.a  J 

Tl-  Dominant  inheritance  01  hen.iiaciai  hyperplasia  associated  with 

straoi  lm  at. 
SO-  urdi  burg  36  (4)  :  46^-500,  Apr  73 


AU-  Greenrielu  o  ;  Stein  t.  ;  Ko^ano  A  ;  Goodman  Fft 

L'x-  jiae  scleral  and  Kt ratocor-us:  \ey  teatures  of  a  distinct  heritable 

disorder  01  connective  tissue. 
SO-  Clin  Genet  4  (1)  :a-1o,  1^73 


AU-  AbraoiSOii  DLi 

TI-  Lacefnt  nystagmus  in  identical  twins. 

SO-  Aich  Ophth&lacl  dv  (3)  :2Sb-7,  fcar  73 


1 


AU-  ilirose    T    ;    Lee    KY    ;    Schepens   CL 

Tl-  Wdvjner's    hereditary    vitreoretmul   degeneration    and    retinal 

d  *-tachT.ent . 
SO-  Arch    Ophtnalmoi    89  (3)  :  17b-of>,    ilar   73 

AU-  Goldstein   JL    ;    FiciKOv    pj 

fl-   The    Aistr**oai    .-;ynarouiQ.    report    ot    three    cases    with    further 

delineation    01    the    clinical,    pathophysiological,    and   genetic 

anoects   01   thu   disorder. 
SO*   .icaicme     (I'-aitiaoce)     r^(1/:53-71,    Jan    73 


au-   inn  is    .'J 

So-  Luiicet    1(c02):l>47,    10    Ear    73 


■  ■  . 
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MlALLhL    ANi;    (,£NtTiL    ASPLCTS    OF    FYK    DIStASFS 


AU-    i'.Mrce    »Cj 

Tl-  Ocular    and   cj enetio   itaturc^   ol    CocKayne's    syndroiae. 

SO-  Cc.n    J    Ophthal.-uoi    7(^)  :4j3-«a,    Oct   72 


ait-   juij-leiy    hW    ;    Scott    uL    ;    Cattana.ch    *>a    ;    Deol    LS 

II-  u-*n<stic    &  t-ch  anisic  s    determining    the    central    visual    pathways    ot    mice 

SO-  Science    1  79  (/'/>:  10  u-b ,    9    :;ar   73 


All-   Assaud    FA    ;    ^undaresan    i    ;    maxwell-Lyons    F 
£1-    I'he   noasehedu    pattern    ol    trachoa-   in   1'aiwan. 
SO-  Suil    WMJ    Ub  (*»)  :oGt>-1i>f    1971 


AU-   /vPisey   J. 4 

II-  Auinioncen  tes  is    in    a    sex-linked    retinal    degeneration. 

so-    ^lL-ion    r.es    11(10):  1216,    Oct   71 


AU-  Inaizuii  K  ;  I'a\ahashi  I»:  ;  Tazawa  ¥  ;  Yamada  K  ;  rlita  K 

Tl-  Clinical  and  electrophysiological  observations  on  genetic  carriers 

ol  retinis  pigmentosa  in  a  faciiy  (pedigree  ?t)  showing 

intermediate  sex-linked  inheritance. 
SO-  Vision  res  1 1  (10)  : 1215-b ,  Oct  71 


AU-  Swing  CC  ;  C alien  tl 

U-  Fluorescein  ungioaraphy  in  x-chromosowal  u.aculopathy  with 

retmoschisis  (juvenile  hereditary  retinoschisis) . 
So-  Con  J  opnthali.ol  7(1):1y-2d,  Jan  11 


AU-  jooth  C*  ;  «a*_ler  AL 

£1-   In  vitro  seioction  ior  tne  ;,artor  oene. 

,01 

SC-  :.     -;ngl   d    feu    2dc>  (12)  ;uSt ,    22   iai    73 


AU  -  .JanseUot    w/. 

Tl-    fathoiony    oil    hereditary    juvenile    retinoschisis 

SO-   Arch    Ophthalmol    t?>o  (2)  :  1^1 -o  ,    Aug    72 


00C2W 


FA.MLlaL    h  ki)    oliNtTIL    AbTLCIb    OF     t'YE    DlbtAbLb 


AU-   wil'-ori    F.G    ;    Towner    J«     ;    Fuji&oto    A 

Xi-   !<r  tinor>iaLioL..i    and    U-ciirowosuue    deletions. 

SO-    \ -■    J    Lups    Gen.it    2c(1):t7-6  1,    Jan    7  J 


All-        Ji.     !L.'  ..I  c.  fi         b  J. 


ii-  'Z  r  i>..LG..i*    oj  ''.ticioCxAYhdlY",    cataracts.  Kyphosis,  and  ^oint 

contractures    versus   Loctayrit's   syndrome. 
20-   J    »!oJi«tr    ^z  (2)  :jb1-2,    reb    7j 


AU-   C^ito*    Bi,    ;    Fialer    WJ    ;    Fariss    £L 

11-  jiaVH^'    disease    one    iics&nisiuto's    thyroiditis    in    uionozvcous    twins 

So-   Acta    -Puocrinoi     (Kbh)     72  ( 1)  :  1b-'2Vt    Jan    7J 


£  U-    ^i-.ir    *  L 

11-  !i;aaco:.'Q    ^anily   study .    'len-yeat   iollow-ap     (preliminary    report).. 

SO-   I..u   J    ued    Sci    d (o) : 1357-6  1,    Aug-Sep    72 


AU-    Irvine   AK    ;    Wergeland    FL   Ji 

Tl-  J  larvj  >idt  i.-3   nereuitary    progressive    macular   degeneration. 

SO-    >r    J    Ophthiii"iwi    36  (11)  :b  17-26,    ;«ov    72 


AU-  Cor,ituntafja    AA    ;    ^obbie   Jf,    ;    choroiuoKos   EA    ;    Frenkel   A 

Tl-   Jav.Miiio    sex -linked,    recessive    retinoschisis    in    a    black:    family. 

SO-   A.     J    <'vhtiidli'*gi    7+ (o)  :  11u6-7o,    Dec   72 


AU-   r'tey    !...    ;    Vogt   J>.    ;    ;lerup    J 

1:-    r  ...  mid    [  oiy-riiLoCiinopati'iy  . 

SO*   Acr'..i    Endocrinol    '(Kbhj     72  (^)  :40 1-16,    ?tD   73 


AiJ-   S'l'n.^i    J.'.    ;    Panows<i    lb    ;     i.onny    F.I    ;    Khurana    ie    ;    Sun    A    ;     ;olan    £ 

A  U  -    jtLJh  u  r.    1 

i'l-   lJ<  ..  l  u>  t  .-;    with    dia/jete^    :.  hsi^ic  us ,    diaoetes    'jicllitus ,    and    oi<tic 

a  Li'G  J  ii  y  ■ 

.»C-  J    ,1c.m    Cfc-ntt    l>  (4)  :^d-U#    Jec    72 


00C2«tl 
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FAMILIAL    Mb    OL'U/riC    AlSPiitTS    OF     1*L    DlStASF.S 


AU-   .-.jil.inu    *G    ;    C-atahie    tl    ;    Kloepier   k 

il-   An    evaliiuLicn    ut    genetic   Cuirierij   oi    lisner's   synarome. 

SO-    Ai.    J    Ophthalmol  '7^  (5)  :Wo-7,    «ov    7^. 


AJ- 
II- 

SO- 


;iuiiiCu    I'    ;    Lavoiio    L    ;    Antenoi:    J 
Shoit    suure,    .uiiitui    mtdDia tion    a, 

lieiv    .'u<-uiutr    Acta    1:7  (b)  :  U63-V,    >'OV 


n d   ocular   alterations   in   three 
72 


A  l<-   Sill  Horn    i  G 

II-    ouTOliUS     02.     iduVcli'      dlLCC^e. 

SO-    ,Vyo    irlxii    .rue    '47  ("11)  :ufc£-9'f    Nov    72 


AU-   G^llis    l>  L    ;     reiiKjolu.    Ji 

II-   Jc»auCti.o;jioiendl    sy  mi  rose,.    (Lowe    syndrome) 

SO-    A..i    J    Ju    v.iik    124  (b)  :  5^1-2,    Dec    72 


AU-   .iilunsky    A    ;    Neuteld    LF 

TT-    fh.o    l!unter   synuroa.c    in    a    M6    aX    girl. 

SO-   m     Lngi    J    .vtc    2St>  (2)  ;  Ko-7f     11    Jan    73 


A  U  • 
Ti- 

SO 


Goilin    hJ 


;     Lnoblocn    Wtf 

or    t'fiietic    juvenile    it-tinal    detachment 


Mildfcl  n  ul'i  k 


114  (2)  :  11-^2,    1y72 


AU-   i, j. cn teji-i.rfj.il    j;     ;    oxlbrey    Gi,    ;    4-,cKusick    VA 

li-  CxiiiiCui    dim    probable    cenoiic   heterogeneity    within 

iiuco'joly .sacciaricwsis.    11 .    i.f.'^crt   oi    a    ianily    witn    a.   mile    ioriL 
So-   Jorsn.s    r.cpiciii::    :.ec    J    131  (6 }  :4^-jc;    iec    72 


A  a- 

II- 


>  L.  a-       O   -i      *-* 


.iOi.  i.. icn    G 


l.orjjurn    w 


reii^tic    i?cuc:y    oi    conyenira.1    her<?uitary    macular    lieqoner^tion    in 
-    COuaty    o"     V"*uij 'ceLDO  1 1  oil  f     ^Keucrit 


So-   ,vcta    Ophthalmol     (Kr>b)     bC  ( * )  ; b 3 y-s 2,     1l>72 
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KA,;lLLiiL    AUj    GtNr.TiL    ASPKCTS    OP    KXE   DISKASKS 


AU- 
TI- 


.V'ltll       CO 


boi>r>s    Kh 


Shaw    PC*    ;    Cottrall    K 


Abnormal   iaciet;^    ayopia,    ana   short    stature 
Area    Dir    child  -47(,.i>b)  :7o7-y3f    uct    72 


A'J- 


:liil)u'     1.     ;     U'.\tula    .\     ;     ;\ltChiri     i) 

Jui'crxoL    in l.e  Urge  nee    in    .iiuiteo    retinoblastoma    patients   ant:    their 

i  j:.iiity. 


SO-  J    .".ud ..  i<en.tt    >  (J)  :  Jiijl -Jx,    Jep    72 


AU-   Von    Saiiraunn    i    ;    (.riiries   P 

Tx-   spent aneuus    itiiriai   defeneration    m    mature   Osborne— fcendel   rats 

SO-  Arch  Ot.ntiiui.i.ol  56  (-,)  :  40m-11  ,  uct  72 


au-  aarley   J 
Su-    .lea    J    A  a 


J    ;    Irvine    i.    ;    Gapta    JD    ;    hertz berg    R    ;    Kowe 
ina:>fei    aerxciency    ana   cataract   Jt  or  nation, 
st    I  (^b)  :1^2b-7,    17   viun    72 


PB 


AD- 
TI- 

SO- 


3 tevens 
F  a  Tu  il  l  a  x 
d tropny, 
ji  J  Oyh 


?! 


:\aciacyen    WA 


inci 

aLCl 


cence    ol    juvenile   diabets   o-ellitus,    progressive    optic 
neurogenic  deatLcss. 


tnaliiol   5b  (c)  : a 96.-50^    Jun    72 


»..j 


A  I'- 
ll- 

SO- 


Mo±«.b"?rq    L 

Gcjietic    Rfjcito   in    a    racily   with    testicular   resiiinizatior;, 

aae:nophiXia    A    ana    colour    blindness.     :  , 

Cirri    coi.et   3(M):2r*3-7f    1^72 


Ab 
Ti 

Sir 


».  anscnot    b<A 

Pathoiuvij    or.    horcJiiaiy    juvenile    re tinoschisi: 

Arch    0'->l)th^i»iol    oo  (2)  :131-b>    Aug   72 

■  - 


A  U-   .\aiiiid    1>  r    ;    .'vainer    -•- 

A'jl-   ;'t...iiliai    .ttiiiji   at  icon  aayw. 

SC-    A*    J    Ophthalmol    7U  (4)  :4,b2-r>,    hue;    72 
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FAuILIAL    AHij    Ch'NI.'JlC    ASPECTS    OF     FYF    DISSASKS 


AU-  Jensen    AD    ;    Khodauoust    AA    ;    Lntery   J-« 

ri-   Lipoid    jjruteiiosib.    Report    ml    a   case    with    electron    microscopic 

i  mdinu's  . 
liO-   .\rch    Oohthcltiol    cs  (3)  :  27J-7,    Set>   72 


AU-  inn  >• 

II-  The  assessment  o:  acquired  ayschroaatopsia  ana  clinical 

ii^esti-idiiori  of  tnc  aCjuiitd  tritai;  uefect  in  aomiiiantly  inherited 

juvenile  atru^ny  . 
SO-  a:'s  J  Opto;..  4V  (/)  :!>74-i>i>f  Jul  72 


AU-  )fvun<j  FA  ;  Leary  Ga 

Ti-  fne  inheritance  oL    ocular  components 

SO-  A  .a  J  O^to-u  4^  (7)  :Sso-'-c  ,  Jul  1  \l 


AU-   Arias    S    ;    Roar    icaez    A 

Xi-   New   families,    one    vitn    two   recombinants   ior   estimation    o± 

recombination    between    the    clou  tan    and    protan   loci. 
SO-  HLuanyenetik    14 (4) :264-bf     1^72 


AU-  .ioiiin^s worth    jR    ;    Mabry    cc    ;    fcckerd   J.*! 

XI-   Fereaixary    ispecto    cf    Graves'    disease   in   infancy    and   chilchood 

SO-  J    i  eiiiatr    al  (J)  :44o-5v,    Stp   72 


AU-  Ferry    A I     ;    Liovaru    i    ;    Shalei    irtS 
1.1-  central    areolar    choroidal    aystrophy  . 
SC-    Kiel    OpJi trial... ol    JO  (1)  :  39-4  j,    Jul    72 


AU-  nirnosseiiii    5*.    ;    r.ciiues   L'>    ;    <<alton    IS 

TI-   Syndrome    oi    piy-nen  vary    retinal   degeneration,    cataract, 

.:i icroccfFiaxy  ,    ana    severe    cental    retardation, 
so-   J    .km    Lonot    ^(2):1bj-b,    Jun   72 


D-47 


tn.'.xLLiii,    <*•:&    lj^LIIC    AJI'LCIj    OK    L'Yl    bli>fcAS£S 


AL-   Gan.er    A     ;    inpatni    kC 


IJ- 


Su- 


.h.reditary   ciyst^-Llme    stromal    ciystiroohy    oi    Schnyder 
:Iisto;)athOjLusv'    ana    alt rustiucture. 


II. 


J    u  o  1 1 1  n  u  1  :.i  o . 


3  ('■)  : 


M  (.  U 


vd  r      7^ 


ri-   ..;.rciu:.uC»    ci/scuiiine    sttoul   dysLropny    or    ochnyier 
iiMtar^d    oi    u    ia*.iily    witi    hy  perlipoproternd^iia . 


I.     LliniCa. 


;('-    ;T    d    Oj-it  tdai  .lOi    Jb  (t)  :j<jj 


:,ay    / 


Xi.-    -i ;.    electro-o^n  tnal .  oloijical    stiiuy   01    affections    oi    the    ootic 

path -fay  . 
So-   Doc   0~»h tnaXft*ol    3 1  («>)  :2b1-obb>,    2^    May    72 


Ti- 
S0- 


vJa:^;i  ll"*o  a   b    ;    aclnaren   G    ;    Thprourn    W 

.-!<-. rod itary    ai^euXar    degeneration    in    two    pednjre^s   irom    Northern 

S  Vvsaen . 

dt:m   tiered   22(1):c6-^o,    1972 


AU- 
Tl- 


80- 


A'ltKOL    cJ    Jr    ;    ^iswanaer    uD    ;    bergsr.d    I>R    ;    Worlctwn    k-L    ;    «'hite   Jb 
£yco3ir ase   jo.dti^5   oculocutaneous   aliiiniuj   among   the   Zuni    and   the 
Jiandy » m**    trifacial    isolate:    biochemical    dnd    clinical 
QhardCttri^ticB   ana    ttrtility. 
ku   J    Phys    Anthxropol    30  (-)  :i:97-u0i.-r    vay    72.. 


AU-   slutfdr  is    *C    ;    La  will    T 

II-  Genetic  and  environmental  lactor^  in  ophthalmic  practice 

SC-  J  \y  i.  ed  Assou  70  (o)  :^b7-b2,  Jan  72 


.»  U~  J  s>r  ."■  j  v  / 

o'<-  >*•  ,,ed  J 


-e  t  ill  Oj,>1  aS  cOii.a  I      a 


douiinantlv    iniier.itea    aiitcti^i: 


t(.)'ij)  :0o0-j,    j    ^iiiii    7: 
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VHaILiM.    AHii    (  Lrii.lL     hStKLVS    O?     tYi:    Dl'SfcASfcS 


Ali-    ;iiilor    SJ 

Ti-  Giaucoiit.    ^inpl^x    a  bo,    the    r.anaaemont   oi    lirst-degree   relatives. 

SO-   J*    J    ()[•!)  tiial.-ol  .bt  (J)  :  2b4-7,    Kar    72 


M,- 

Ti- 

so- 


bi.i*arti     LJ     ;    .\jt.i     i.S     ;    (n^u^ri 


-:  LL-ctro;  h.'j ;i  olo.jic    una    tluorcPCt-m    r-tudies    in    vitellit  or:.'    Lacuiar 

a  l.«v|  eatu  t  ioii . 

Aicr.    O^htr*dl«.oi    b7  (b)  ibio-Ml,    Jan    72 


A  U  -    S  c  i  i  1 1  a    h  L 

11-    J  CI  la  I.     ulbllilo!..     in     a     lei^die. 

j(  -  a«    J    u^.u.'.di  ill    72  (b)  :^H3-3,    Jan    72 


^  j 


so- 


_.  imd^i'i    Lh    ;    bin?  n^rq    blj 

'icjronar/   xitcj.    uyrtio[.ny    associated    with    decreased    corneal 

sensitivity . 

Ai    J    Opht'ial  ul    73(5);b7G-2,    2'ay    72 


All-    KricKson     i.I 

Ti-  Lent-r'.^    o^uc   attot<hyr    a    possible   example    of    maternal   inheritance 

30-   rt  j    J    rii,i    Lenc?t    2U  (3)  :34j-vf    nay    72 


AH-    .1  niseis    Ii.    ;      '(j£tO:i    N ;.. 

il-   t'linrjl:.  ,.    di»u    •"'  otii    AtOj.1.5:    achroi.atofesia. 

So-    \«i    J     iu.a    uti  jt    24  (j)  :3L>L\-'?r    .-.ay    72 


A  U 
Xi 
So 


^iiiiuG,?    sta.iikr'ti    in    l-iiii\e(i    retinitis    pidien  tosa 


T  : 


Sii- 


•.lz:i lo'  :  v;,o.ii-    multiplex    co:u;e.:ixtd    ana    tne    Tamer    phenotype. 
A:..    J    bzr    u.Uu     i^-:  (*.)  :  1M-4,     •-'on    72 
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FAMILIAL    PUU    ohNtTIC    ASPL'C'iS    OF     KIL    DISEASES 


Ai<-   L»«-  c    -\aACUiiUU!i    Vi*;    ;    Lagbdassanan    SA 

TI-   1 1»  > .  aato:'o:.tu  i   recuSbivo    variety    01    congenital    stationary 

nicjht-Dlint.iit st.  -with    jtyo;>ia. 
Si-    J     ->^ii    itnei    •■)  (1)  lb'/-4*-,    .af    72 


!_-    \n  7  -  "LdCf  .fc<3     in  '  L     It.iiule     CaTti^C     ul      OCuldC     dlbiniSJ. 

i-v-  J    .'.<_u    i-nnOi    4(1):1^t-o#    dar   7^ 


II-  uc-ttaitv    o;    Cv*i»-jtiu  tal   ocular   uiOtor   apraxia. 

So-    rraus    -»1j    /.(ai:    i»ph t jialiiiol    ucoliiryuaol    76(1)  :60-j,    Jaii-Feo   72 
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F.l   BLINDNESS  REGISTERS 


1. 1       Definitions 

Definitions  of  the  following  terms  were  standardized  for 
use  by  each  of  the  state  blindness  registers  in  the  Model  Reporting 
Area  for  Blindness  Statistics  (established  in  1962  by  the  National 
Institute  of  Neurological  Diseases  and  Blindness,  and  discontinued 
in  1971) :  visual  acuity  (subdivided  into  seven  vision  groups) , 
visual  field,  blind,  affection,  etiology,  age  as  of  a  given  date, 
age  when  blinded,  color/sex,  MRA,  register,  registered  person's 
record,  addition  to  register,  new  addition  to  register,  readdition 
to  register,  gross  addition  to  register,  removal  from  register,  net 
addition  to  register,  blindness  incidence,  register  prevalence, 
blindness  prevalence,  blindness  rate.1   While  the  above  terms  are 
defined  in  the  1967  MRA  report,  definitions  were  applicable  to  the 
1969-70  data,  from  which  data  were  taken  for  this  report. 


+• ^       Classifications 

In  order  to  meet  the  need  for  statistical  standardization 
within  the  state  registers  participating  in  the  Model  Reporting  Area 
(MRA),  the  Standard  Classification  of  Causes  of  Severe  Vision  Impair- 
ment and  Blindness  was  developed  by  the  Sub-committee  on  Operational 
Research,  National  Society  for  the  Prevention  of  Blindness  (NSPB) . 
This  classification  was  required  for  all  member  MRS  blindness 
registers. 


1  U.S.  Department  of  Health,  Education  and  Welfare:  "Statistics 
for  1967  on  Blindness  in  the  Model  Reporting  Area,"  pages  2-3 
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STANDARD   CLASSIFICATION   OF  CAUSES  OF 
SEVERE  VISION  IMPAIRMENT  AND  BLINDNESS 

1966   REVISION 
I.  CLASSIFICATION   BY  SITE  AND   TYPE   OF   AFFECTION 


EYEBALL  IN  GENERAL 
110  Glaucoma.  Subdivided: 

J 1 1   Glaucoma,  open  angle 

1 12  Glaucoma,  closed  angle 

113  Glaucoma,  type  not  specified 
115  Hydrophthalmos 

120  Microphthalmos 
125  Anophthalmos,  congenital 
.130  Albinism 

140  Myopia 

141  Other  refractive  error 
147  Multiple  congenital  ocular 

malformations 
150  Panophthalmitis,  endophthalmitis 
155  Atrophic  globe 
190  Other  affection  of  eyeball 

CORNEA,  SCLERA 

310  Keratoconjunctivitis 

311  Interstitial  keratitis 

314  Scleritis 

315  Pannus 

318  Other  keratif, 

330  Keratomalacia 

340  Other  corneal  dystrophy 

370  Keratoconus 

390  Other  affection  of  cornea  or  sclera 

LENS 

410  Cataract.  Subdivided: 

41 1  Cataract,  unonerated 

412  Cataract,  operated 

413  Cataract,  no  report  concerning 

operation 
420  Dislocated  lens 
490  Other  affection  of  lens 

UVEAL  TRACT 

510  Uveitis,  iritis,  iridocyclitis,  choroiditis 

520  Chorioretinitis 

530  Choroidal  degeneration 

570  Sympathetic  ophthalmia 

575  Absence  of  iris,  congenital 

590  Other  affection  of  iris,  ciliary 
body  or  choroid 

RETINA 

610  Retinitis 

615  Retinopathy 

630  Rctrolental  fibroplasia 

640  Detachment  of  retina 

650  Retinitis  pigmentosa 

660  Macular  degeneration 

670  Other  retinal  degeneration 

690  Other  affection  of  retina 


OPTIC  NERVE.  OPTIC  PATHWAY. 
VISUAL  CENTER,  OCULOiMOTOR 
CENTERS 

710  Optic  neuritis,  including  retrobulbar 
neuritis 

720  Optic  nerve  atrophy 

725  Coloboma  of  optic  nerve,  congenital 

730  Other  affection  of  optic  nerve 

750  Other  affection  of  optic  pathway  or 
visual  center 

770  Nystagmus 

VITREOUS 

810  Vitreous  hemorrhage 

890  Other  affection  of  vitreous 

SITE  AND  TYPE  INDEFINITE  OR 
NOT  REPORTED 

915  Amblyopia 

950  Multiple  affections  reported  without  in- 
dication of  priority  as  to  cause  of 
severe  vision  impairment.  Subdivided: 

951  Glaucoma  and  cataract  without 

mention  of  retinal  affection,  any 
type,  with  or  without  other 
affection 

952  Glaucoma  and  retinal  affection, 

any  type,  without  mention  of 
cataract,  with  or  without  other 
affection 

953  Cataract  and  retinal  affection,  any 

type,  without  mention  of 
glaucoma,  with  or  without  other 
affection 

954  Glaucoma,  cataract,  and  retinal 

affection,  any  lyre,  with  or 
without  other  affection 

955  Glaucoma  in  any  other  combina- 

tion 

956  Cataract  in  any  other  combination 

957  Retinal  affection,  any  type,  in  any 

other  combination 
979  AH  other 

990  Site  and  type  of  affection  not  established 
on  examination  or  not  reported 


National  Society  for  the  Prevention  of  Blindness,  Inc. 
79  Madison  Avenue,  New  York,  N.  Y.   10016 

00 


F-2 


II.  CLASSIFICATION  BY  ETIOLOGY 


INFECTIOUS  DISEASES 

11.00  Diphtheria 

Fungus  infection 

Gonorrhea 

Herpes  simplex 

Herpes  zoster 

Measles 

Meningococcal  infection 

Onchocerciasis 

Rubella 

Scarlet  fever 

Syphilis,  specified  as  prenatal 

Syphilis,  other 
21.10  Toxoplasmosis,  specified  as  prenatal 
21.20  Toxoplasmosis,  other 

Trachoma 

Tuberculosis 

Leprosy 

Other  identified  infectious  disease, 
specified  as  prenatal 

Other  identified  infectious  disease 

Unidentified  infectious  disease, 
specified  as  prenatal 
29.20  Unidentified  infectious  disease,  other 


12.00 
13.00 
14.00 
14.50 
15.00 
16.00 
17.00 
18.00 
19.00 
20.10 
20.20 


22.00 
23.00 
24.00 
28.10 

28.20 
29.10 


INJURIES,  POISONINGS 

A,  Causal  activity 

Occupational  activity 
Military  activity 


31. 
32. 
33. 
34. 
35. 
36. 
37. 
38. 
39. 
48. 
49. 


Household  activity 
Recreational  activity 
Transportation,  Traffic 
Birth  process 

Surgical  or  medical  procedure 
Act  of  violence 
Prenatal  event 

Other  causal  activity  specified 
Causal  activity  not  specified  or  no 
specific  causal  activity 


B.  Causal  agent 

.01  Chemical  causing  burn 
.03  Radiation,  including  radiant  heat 
.04  Firearm 
.05  Fireworks 
.06  Other  explosive 
.07  Airgun  or  slingshot 
.08  Blow  or  fall 
.09  Foreign  body  in  eye 
.1 1   Methyl  alcohol 
.12  Lead 
.13  Oxygen 
.14  Quinine 
.15  Other  toxic  agent 
.18  Other  nontoxic  agent 
.19  Causal  agent  not  specified  or  no 
specific  causal  agent 

NEOPLASMS 

51.00  Retinoblastoma 
52.00  Melanoma,  malignant 
53.00  Phakomatosis 


56.00  Neoplasm  of  pituitary  gland  or  stalk 
57.00  Other  intracranial  neoplasm 
59.00  Other  neoplasm 

DISEASES  OR  DISORDERS  NOT 
ELSEWHERE  CLASSIFIED 

61.00  Anemia  or  other  blood  disease 

62.10  Diabetes  mcllitus 

62.20  Senile  degeneration.  Subdivided: 

62.21  Senile  degeneration  indicated 

by  reported  diagnosis 

62.22  Senile  degeneration  assumed 

from  age  and  other  reported 
data 
62.30  Nutritional  deficiency 
62.90  Other  metabolic  or  growth  disorder 
63.00  Renal  disease  other  than  complication 

of  pregnancy 
64.10  Cerebrovascular  condition 
64.90  Other  disease  of  the  circulatory  system 
65.10  Multiple  sclerosis 
65.20  Other  demyelinating  disease 
65.90  Other  disease  of  the  central  nervous 

system 
66.00  Psychogenic  disorder 
67.00  Complication  of  pregnancy 
68.00  Sarcoidosis 

69.00  Noninfectious  inflammatory  disease 
78.00  Other  specified  disease  or  disorder  not 

elsewhere  classified 

PRENATAL  INFLUENCE  NOT 
ELSEWHERE  CLASSIFIED 

80.00  Hereditary  origin  probable  or  possible. 
Subdivided: 
80.10  Hereditary  origin  probable  ox 
possible,  occurrence  in 
genetic  family  repoi  ;ed 
80.20  Hereditary  origin  probable  or 
possible,  occurrence  in 
genetic  family  not  reported 
89.00  Congenital  origin  not  elsewhere 
classified 


INDEFINITE  OR  NOT 


of 
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.  ETIOLOGY 
REPORTED 

91.00  Unknown  to  science 

95.00  Multiple  etiologies  for  cases  of 

'   multiple  affections  included  in  site 

and  type  categories  950-979. 

Subdivided: 

95.01  Senile  degeneration  and 

diabetes  mcllitus,  with  or 
without  other  etiology 

95.02  Senile  degeneration  and  other 

etiology  except  diabetes 
mellitus 

95.03  Diabetes  mcllitus  and  other 

etiology  except  senile 
degeneration 
95.99  All  other 
99.00  Etiology  not  established  on  examina- 
.  tion  or  not  reported 
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The  Standard  Classification  consists  of  two  parts:   (1)  a 
three-digit  numerical  code  for  site  or  type  of  affection  which  indi- 
cates the  specific  part  of  the  eye  affected  or  the  nature  of  the 
affection  or  impairment  and  (2)  a  four-digit  numerical  code  for  the 
etiology  or  underlying  cause  of  affection. 


In  his  description  of  the  NSPB  Standard  Classification, 
Dr.  Hyman  Goldstein  notes  the  following:  "the  cause  of  impairment 
is  assigned,  insofar  as  possible,  to  the  primary  vision-impairing 
affection  and  its  etiology.   This  is  the  condition  which  started 
the  chain  of  events  leading  to  the  severe  vision  impairment  or 
blindness.   The  preciseness  and  completeness  of  the  medical  diag- 
nosis by  examining  physicians  determine  the  accuracy  of  the  result- 
ing statistics."2 


1.  3       Data  Collection  Methods 

State  blindness  registers  belonging  to  the  MRA  did  not 
actively  solicit  registrants  for  their  records  but  depended  on 
"eye  examiners,  eye  clinics,  hospitals,  homes  for  the  aged,  nursing 
homes,  friends  of  the  blind  and  the  blind  themselves"3  to  report 
blind  persons  to  the  registers. 


1.  4       Response  Rate 

The  principal  weakness  of  the  MRA  data  lies  in  the 
"incomplete  registration  of  blind  persons  and  probable  variability 


2  Hyman  Goldstein,  Ph.D.:  "Incidence,  Prevalence  and  Causes  of 
Blindness  in  Selected  Countries,"  p. 46,  reprinted  from  Public 
Health  Reviews,  1:41-69,  1972 

3  U.S.  Department  of  Health,  Education,  and  Welfare:  "Statistics 
for  1967  on  Blindness  in  the  Model  Reporting  Area,"  p.l. 
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in  degree  of  completeness  among  states,  racial  groups,  age  classes, 
diagnostic  categories,  etc."1* 

There  are  no  data  available  on  the  actual  percentage  of 
unregistered  cases  by  states  participating  in  the  MRA  as  of  1970, 
although  it  is  believed  that  the  number  of  unreported  cases  of 
blindness  and  severe  visual  disorders  was  substantial.5   Since 
blindness  registers  depend  on  other  sources  for  adding  new  cases 
to  the  register,  no  assurance  can  be  given  that  all  cases  of  blind- 
ness or  severe  visual  impairment  have  been  reported  to  the  register 
by  those  sources  or  that  the  sources  have  access  to  a  true  total 
of  potential  registrants. 


14   U.S.  Department  of  Health,  Education,  and  Welfare:  "Statistics 
on  Blindness  in  the  Model  Reporting  Area,  1969-70,"  page  4. 

Ibid. ,  page  4 . 
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F.2   NATIONAL  DISEASE  AND  THERAPEUTIC  INDEX* 

The  National  Disease  and  Therapeutic  Index  (NDTI)  is  a 
continuing  compilation  of  statistical  information  about  patterns 
and  treatment  of  disease  in  office-based  practice  in  the  continental 
United  States.   The  service  originated  in  1956  and  offers  computer- 
ized (tape)  data  back  to  1960. 


2.1 


Sample  Design 


Data  are  obtained  from  a  representative  panel  of  physicians 
who  report  case  history  information  on  private  patients  seen.   Over 
fifteen  hundred  physicians  are  asked  to  report  four  times  a  year  on 
a  4  8-hour  period  of  their  practice.   Panel  members  are  drawn  from 
forty-eight  states  and  include  all  physician  specialties  engaged 
primarily  in  private  practice.   Reporting  periods  are  arranged  such 
that  all  days  of  the  week  are  covered. 

The  universe  is  divided  into  four  geographical  regions, 
combining  the  nine  U.S.  Census  areas  in  logical  groupings. 


*A11  information  has  been  excerpted  from  IMS  AMERICA,  LTD.,  "National 
Disease  and  Therapeutic  Index,"  Ambler,  Pennsylvania,  19  75. 
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Although  the  nine  U.S.  Census  regions  are  represented, 
it  is  preferable  to  avoid  aggregating  at  this  level.   Since  the 
panel  is  not  projected  by  U.S.  Census  region,  the  statistical 
reliability  of  NDTI  data  broken  down  in  such  a  manner  is  unknown. 

All  major  office-based  specialties  are  represented  within 
the  NDTI  panel.   The  representation  is  based  on  proportionality  as 
well  as  measured  differences  in  variability  regarding  patient  load, 
diagnoses  treated,  and  drug  utilization.   Smaller  specialties  are, 
however,  oversampled  to  allow  greater  reliability  in  these  areas. 
Projection  factors  are  adjusted  to  compensate  for  this  oversampling; 
that  is,  while  the  specialties  are  over-sampled  they  are  not  over- 
projected. 

There  are  a  total  of  four  regions  and  19  specialties  which 
form  a  76  region/specialty  cell  matrix  or  strata.   Within  each  cell 
the  projection  factor  is  derived  by  dividing  the  universe  of  physi- 
cians' days  by  the  sample  number  of  reporting  days.   This  results 
in  an  average  projection  factor  of  between  5,000  and  5,500.   The  table 
on  page  9  shows  the  targeted  sample  size  for  each  of  the  76  cells. 

Panel  members  are  rotated  to  provide  additional  reliability 
in  that  a  cross-section  of  the  medical  profession  will  be  assured. 
No  physician  participates  for  longer  than  one  year.   The  average 
participant  reports  on  a  total  of  4.2  days  of  his  practice  annually. 
Once  a  physician  leaves  the  panel,  he  is  not  recontacted  for  a  mini- 
mum of  two  years.   Computerized  random  selection  techniques  provide 
a  statistically  valid  mix  by  physician  age  and  area  size. 
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NDTI  Targeted  Monthly  Sample 


NDTI  MONTHLY  SAME 


REGION 


GENERAL  PRACTITIONERS 

INTERNISTS 

CARDIOLOGISTS 

GASTROENTEROLOGISTS 

PSYCHIATRISTS 

NEUROLOGISTS 

OB/GYN 

ENT 

OPHTHALMOLOGISTS 


GENERAL  SURGEONS 

ORTHOPEDIC  SURGEONS 

COLON  &  RECTAL  SURGEONS 

ALL  OTHER  SURGEONS 

PEDIATRICIANS 

UROLOGISTS 

DERMATOLOGISTS 

ALLERGISTS 

PART-TIME  SPECIALISTS 

OSTEOPATHIC  PHYSICIANS 


1 

2 

3 

4 

TCTA 

25 

31 

33 

24 

113 

22 

15 

18 

15 

70 

3 

3 

2 

2 

10 

2 

2 

2 

2 

8 

8 

5 

6 

6 

25 

2 

2 

2 

2 

8 

9 

8 

10 

6 

33 

2 

2 

3 

2 

9 

8 

6 

9 

/ 

30 

10 

8 

10 

6 

34 

3 

3 

3 

2 

11 

1 

1 

1 

1 

4 

2 

2 

2 

2 

8 

8 

7 

8  ■ 

5 

23 

3 

2 

3 

2 

10 

4 

3 

2 

11 

2 

2 

2 

2 

8 

13 

15 

14 

10 

52 

8 

12 

5 

3 

28 

TOTAL 


135 


129 


135 


101 


500 
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2.1.1     Sampling  Plan 

In  the  language  of  sampling  practice,  NDTI  uses  a  strati- 
fied random  sample  with  subsampling  from  units  of  equal  size.   These 
terms  can  be  clarified  as  follows: 


Stratification :   The  72  region-specialty  cells 
supply  the  stratification  spoken  of  previously.   A 
sample  of  physicians,  consisting  of  a  little  less 
than  1  percent  of  the  universe,  is  drawn  at  ran- 
dom and  independently  for  each  one  of  these  strata. 
Due  to  a  slightly  lower  physician  response  rate  in 
the  East  and  Midwest,  these  areas  are  sampled  at  a 
somewhat  higher  rate  in  order  to  insure  a  more 
representative  regional  distribution  in  the  final 
sample  returns.   Furthermore,  a  constant  sampling 
fraction  of  less  than  1  percent  would  lead  essen- 
tially to  a  sample  size  of  zero  in  some  of  the 
small  strata.   In  such  cases,  an  effort  is  made 
to  sample  at  least  one  physician. 

This  system  of  stratification  has  a  number  of 
advantages.   First  of  all,  it  takes  advantage 
of  the  tendency  for  physicians  with  the  same 
specialty  and  within  the  same  region  to  be  more 
alike  than  physicians  in  the  universe  as  a  whole. 
More  importantly,  it  provides  several  types  of 
estimates.   Thus  in  addition  to  the  over-all 
national  estimate,  it  can  provide  an  estimate  for 
any  single  region-specialty  cell  or  for  any  single 
region-specialty  cell  or  for  any  desired  combina- 
tion of  cells. 

Subsampling  from  units  of  equal  size:  Although  a 
sample  of  physicians  is  drawn,  the  item  of  actual 
interest  is  the  practice  of  any  physician  for  an 
entire  quarter  of  the  year.   This  period  of  his 
practice  is  the  primary  sampling  unit  and  is  of 
equal  size  for  all  physicians.   'However,  it  is 
obviously  impossible  to  obtain  information  for  an 
entire  quarter.    Therefore,  each  sampled  physician 
is  asked  to  supply  information  on  a  subsample  con- 
sisting of  a  48-hour  period  of  his  practice.   These 
reporting  periods  are  scheduled  in  such  a  manner 
as  to  provide  information  for  every  day  of  the 
year.   This  means  that  the  sample  data  include  an 
equal  number  of  Saturdays,  Sundays  and  holidays, 
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including  a  representative  number  of  physician 
vacation  days.   Because  of  this  scheduling,  esti- 
mates can  be  supplied  for  each  individual  month 
of  a  given  quarter,  as  well  as  for  the  entire  quarter 

The  sample  drawn  by  this  procedure  consists  of 
1,500  physicians  in  private  practice  throughout 
the  United  States.   Each  sampled  physician  is 
asked  to  report  information  on  private  patient 
visits  for  only  a  48-hour  period.   Although  each 
physician  is  expected  to  participate  in  the  study 
for  four  consecutive  quarters,  there  are  inevitable 
dropouts.   Thus  a  portion  of  the  sample  is  drawn 
anew  each  quarter.   For  the  purpose  of  estimating 
sampling  errors  the  sample  of  physicians  in  each 
quarter  is  treated  as  a  completely  new  sample. 


2.1.2     Expansion  of  Sample  Data  to  the  Total  Universe 

The  estimate  of  the  total  number  of  mentions  of  a  drug 
or  diagnosis,  for  example,  in  the  universe  of  a  particular  region- 
specialty  cell  is  given  by  the  following  formula: 


Yij   = 


Nij  T 

2  nij     yij 


Where  the  subscripts  i  and  j  refer  to  the  ith  specialty  and  jth 
region  respectively,  Yij  is  the  estimated  number  of  mentions  in 
the  universe  of  the  ijth  region-specialty  cell,  Yij  is  the  total 
number  of  mentions  reported  in  the  sample  from  this  cell,  Nij  is 
the  total  number  of  physicians  in  the  ijth  region-specialty  cell, 
nij  is  the  total  number  of  physicians  in  the  sample  from  this  cell 
and  T  is  the  number  of  days  for  which  the  estimate  is  to  apply,. 

In  practice,  T  will  be  the  number  of  days  in  the  month 
for  which  estimates  are  being  made.   The  estimates  for  any  quarter 
are  then  obtained  by  adding  up  the  estimates  for  the  three  months 
within  that  quarter.   The  factor  of  2  enters  into  the  formula  because 
each  physician  reports  for  a  two-day  period. 


000233 

F-10 


The  factor 

Nij  T 
2  nij 

is  known  as  the  projection  factor  for  the  ijth  cell  and  is  constant 

in  that  cell  for  all  variables  reported  in  the  study.   For  example, 

if  there  are  4,085  general  practitioners  in  Region  I  and  15  of 

these  report  in  the  month  of  January,  the  appropriate  projection 

factor  is : 

4,085  x  31  =  4,221+ 
2  x  15 

This  factor  of  4,221  is  then  used  to  project  all  diagnosis  and  drug 

mentions  appearing  in  the  reports  from  general  practitioners  in 

Region  I,  by  simply  multiplying  the  factor  by  the  reported  number 

of  mentions. 

Given  such  an  estimate  for  each  region-specialty  cell, 
the  national  estimate  is  obtained  by  simply  adding  all  of  the  cell 
estimates.   In  practice,  the  appropriate  projection  factor  appears 
on  the  card  for  each  patient  reported.   Therefore  to  obtain  any 
estimate  it  is  only  necessary  to  sort  out  all  of  the  cards  contain- 
ing the  desired  mentions  and  simply  add  up  their  projection  factors, 

2-2         Data  Collection  Methodology 

On  the  following  page  is  an  example  of  the  document 
which  each  panel  member  completes  for  each  private  patient  seen 
during  his  48-hour  reporting  period.   Note  that  identification  of 
the  physician  and  the  patient  is  avoided,  beyond  the  demographics. 
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Sample   Physician   Form 


DIAGNOSIS  *1        v^^O  V-.S  \    V    W 

(Of    XIIO"    •«>•    »>1'H 


SURGICAL  PROCEDURE  THIS  VISIT.  IF  ANY 


HO*    THIS    DIAGNOSIS    ONLY 


II  REFERRED  BY  OTHER  PHVS    -   YES  M  NC>X 
?l  SEEN  BEFORE        Yt  S^\NO  H 


31  IT  YES 
LAST    I 
#OAYS  SI 


*  TIMES  SEEN  IN. 

?  MONTHS 

NCE  LAST  VISIT 


_4. 

30 


PATIEN 
AGE 


NT   DAT/ 
4J    yr 


.MOS    (Pof  Inla^Ml 


SEX         M«if/ 

FEMALE    I 


PATIENT  CONTACTED 

INOFFlCLJ^  HOUSLCAIL.J  iNHOSPHAL 


OTHER  [I  BYTE  LEPHQNf 


NURSING  HM-.u 


THERAPY   FOR    DIAGNOSIS    *1 

DRUG    THERAPY —  (Record  »ll 
Drug  tnd  Vil»min  mmii  etacily  at  nmj»dl 


DOSAGE 

FORM 


STRENGTH 


ACTION    0ESIR10 

SIGN  A       (Al*o  Spe^G  It  P>«'P(«i  Op    Uiel 


THERAPY: 


»i    Sft^C^g.*.       "1^.      iKCy  "Tl.0,  (QeiCHT  feeder 


Cl  STARTED    THIS 
VISIT 

Y 
ORDERED   AND 
\Q  {St        CONTINUED 


ISSUANCE 

sin'o    DISPENSE 


yVISIT  T'.AVi     SAMI'I  t 

/V'RE-ViOUSLY  /y.HniH)  on  CHONMi 


I   111  1.  MO    .  I),.PA,TIF  NT 
•  IOjPIT  A|     !  'Hlii  11 


#2 


'J  STARTED    THIS 

VISIT 
1   )  PREVIOUSLY  . 

ORDERED   A NO 

CONTINUI  n 


#3 


f  ]  STARTED    THIS 
VISIT 

L~)  PHEVlOUSl  V, 
ORDERED  AND 
CONTINUEO 


-    STOCK    D.'.SPE  NT-CD 
J  GAVE    S^MPi  E 

.  SIGNF  U  OR  I'MONED 
I  I  REC»'U  TO  "ATiFM 
'   '  HOSPITAL    OMUL" 


'J  STOTK    DISPENSED 
1    I   ' '•  •>  VF     i,AMPI  L 
1    1  SIGNlO  '  >H  J'HPNED    R. 
n  li£C  MU    '0  PATIENT 
J  HOSPITAL   O'  Of  R 


OTHER  THERAPY  THIS  VISIT  [JDRESSING  HANOAGE         ^plET  CJPHYSICAL  THERAPY  LJPSYCHOTHt  HAPY  U.OTHfcH  Cm^iiI*  i 


As  indicated  by  the  table  presented  below,  physicians  are 
fairly  conscientious  in  providing  the  requested  data. 


■ 


NDTI  COMPLETION  RATE 


PATIENT  AGE 

SEX 

LOCATION 

DIAGNOSIS 

DRUG  NAME 

VISIT 

REFERRAL 

SURGERY 

THERAPY 

ISSUANCE 

HOW  OFTEN  SEEN 

TIME  SINCE  LAST  VISIT 


99% 
98% 
95% 
100% 
99% 
95% 
97% 
99% 
89% 
88% 


APPROX.  2/3  OF  THE  TIME 
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Except  for  the  last  two  variables  listed,  the  completion  rate  is 
very  high.   "How  Often  Seen"  and  "Time  Since  Last  Visit"  involves 
the  checking  of  patient  records  on  the  part  of  the  physician  and 
thus  is  "overlooked"  more  often  than  others. 

Consistency  in  quarter-to-quarter  and  year-to-year  NDTI 
data  provides  direct,  empirical  evidence  of  the  reliability  of  the 
overall  measurement  process.   In  addition,  the  statistical  error 
margins  arising  from  taking  a  sample  instead  of  a  complete  canvass 
have  been  rigorously  calculated.   For  example,  an  NDTI  estimate  of 
2  million  drug  uses  per  year  has  relative  "Standard  Error"  of  8.8 
percent.   This  means  the  chances  are  6  8  percent  that  the  true 
figure  is  between  1.82  and  2.18  million,  and  the  chances  are  95% 
that  the  true  figure  is  between  1.65  and  2.35  million.   Sampling 
error  margins  for  all  sizes  of  NDTI  estimates  (an  example  is  pro- 
vided below)  and  explanation  of  their  derivation  are  available. 

Sampling  Error  Margins  for  NDTI  Estimates 

Yearly  National       STANDARD  ERROR  AS  %   OF  NATIONAL  ESTIMATE 
Estimate       One  Standard  Deviation  Two  Standard  Deviations 
(000) (68%  Level)         (95%  Level) 

800  *  12.6  t  25.2 

900  *  12.0  ±  24.0 

1,000 

2,000 

3,000  t     7.4  +  14.8 

. 4-   c     c  +1-39 


+ 

12.6 

+ 

12.0 

+ 

11.5 

+ 

8.8 

+ 

7.4 

+ 

6.6 

+ 

6.1 

+ 

5.6 

+ 

5.4 

+ 

5.0 

4,000 

5,000 

6,000 

7,000  ±     5.4  i  10.8 

8,000  t     5.0  i  10.0 


13.2 

t   12.2 
+  11.2 


000238 


F-13 


THE  N. D.T.I.  UNIVERSE 


NUMBER  OF  OFFICE  BASED  PHYSICIANS 
BY  SPECIALTY  AND  REGION 


TYPE  OF  PRACTICE 
General  Practice 


EAST 
7,136 


MIDWEST 


8,883 


SOUTH 


WEST 


TOTAL 


9,385    6,847    32,251 


% 


18 


STARRED  SPECIALISTS 


Internal  Medicine 

7,700 

5,461 

6,131 

4,973 

24,265 

14 

Cardiology 

1,387 

781 

1,081 

761 

4,010 

2 

Gastroenterology 

434 

199 

297 

207 

1,137 

1 

Psychiatry 

4,340 

2,183 

2,725 

2,580 

11,828 

7 

Neurology 

429 

284 

344 

341 

1,398 

1 

Obstetrics/Gynecology 

4,028 

3,217 

4,168 

2,799 

14,212 

8 

Ear,  Nose  &  Throat 

1,134 

851 

1,165 

870 

4,020 

2 

*  Ophthalmology 

2,169 

1,845 

2,211 

1,734 

7,959 

4 

General  Surgery 

4,816 

4,449 

5,216 

3,252 

17,733 

10 

Orthopedic  Suryery 

1,760 

1,524 

1,990 

1,835 

7,109 

4 

All  Other  Surgery* 

1,503 

1,318 

1,704 

1,340 

5,865 

3 

Pediatrics 

3,295 

2,326 

3,153 

2,222 

10,996 

6 

Urology 

1,161 

1,091 

1,457 

981 

4,690 

3 

Dermatology 

868 

665 

809 

730 

3,072 

2 

Allergy 

523 

380 

-   378 

332 

1,613 

1 

tlNSTA  .'ID  SPECIALISTS 

3,873 

4,273 

4,226 

3,098 

15,470 

9 

Obstetrics/Gynecology 

505 

545 

600 

365 

2,015 

1 

Surgery 

797 

1,639 

1,658 

1,221 

5,315 

3 

All  Others 

2,571 

2,089 

1,968 

1,512 

8,140 

5 

Total  MDs 

46,556 

39,730 

46,440 

34,902 

167,628 

95 

Osteopathy 

2,622 

4,118 

1,959 

991 

9,690 

5 

Total 

49,178 

43,848 

48,399 

35,893 

177,318 

100 

Includes  Proctology 
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Desirod.  Action 

APPETITE  DEPRESS 
PRODUCE  *N0"CXIA 
WEIGHT  REDUCTION 
DIURETIC 

METABOLIC  STIMUL 
REDU  'LUID  RETEN 
REPLACE  THTSOIO 
VIT  MIN  SUPPL 
REDUCE  SWELLING 
TRANOUlLlZE« 
•EIGHT  REDUCTION  1 
APPFT1TE  0EPBE5S 
CONTROL  EDEMA 
SYMPTOMATIC 
SEDATIVE  NIGHT  t 
PROMOTE  SLEEP 
NUTR  I  T  I  CSNAl 
•  EIC-hT  REDUCTION  J 
r  lURtTTC 

REOU  NERVOUSNESS 
RELAXANT 
REOUCE  ANXIETY 
INCREASE  ENERGY 
HEMAT I NI C 
ANABOLIC  ACTIV 
METABOLISM  AID 
MOOD  ELEVATION 
PROPhYLAX I S 
HORMONE  IMBAL 
GENERAL  TONIC 
SEDATIVE  L'NSPEC 
CORRECT  K      IMB,*L 
REDUCE  TENSION 
SEDATIVE  NIGHT 
ANT  I  DEPRESSANT 
CNS  STIMULANT 
CNS  STIMULANT  {, 
APPETITE  OEPRESS 
DIURETIC  t 
ANT  JhypErTEnSI VE 
SEDATIVE  DAY 
ANALGESIC 
INC  CIRCULATION 
INCREASE  ENERGY  (, 
APPETITE  DEPRESS 

ANT  I  ANFM I C 
ANTACID 

PSYChDTmebapEJT 
OPhTmAl  DECONG 
CJMBl  T   I  '|F£C  T  I  ON 
MAINTAIN  Bl  PR£S 
EVACUATE  BDKf lS 
vM  mini  SUPPL  t 
&FNERA(_   TONIC 
REL   INTRAOC  PRES 
CONTROL  DIABETES 
ANT  ItiFPOf  SSANT  t 
*PPET|TE  DEPRESS 
REL  LEG  CRamps 
INCREASE  TONE 
PRENA  T al  V1TAM|n 
ANT  I B  IOT  I C 
Gl   ANT  I  SPASMQO  IC   I 
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VDTI  Diagnosis  Reference  File 
Sample  Page 


DIAGNOSIS 
EXPLANAr"  !   i  OF  CAPTIONS 


The  items  below  are  keyed  by  number  to  the  data  captions  on  the  sample  diagnosis 
on  the  previous  page. 

1.  DIAGNOSIS  NAME  -  name  of  diagnosis,  folio-        h<  7th  revision,  Inter--'-' 

natToTial  Classification  of  Diseases  code  number. 

■  -  ■    ,• 

2.  REPORTING  PERIOD  -  a  12  month  moving  total. 

. 

3.  CLASS  -  diagnosis  class  code  and  subclass  where  indicated. 

4.  EST.  U.S.  VISITS  (000)  -  projected  patient  visits  for  the  current  12  months 
and  quarter"!   This  figure  represents  the  number  of  contacts  between  patient 
and  physician  for  this  diagnosis.   These  patient  visits  are  also  distributed   .. 
by  those  in  which  a  drug  was  issued  versus  those  without  a  drug. 

5.  SAMPLE  DATA  -  sample  patient  visits  on  which  the  projections  are  based. 

6.  SEX/AGE  -  patient  visits  distributed  by  age  of  patient  in  total  and  by  sex.* 

•7.   SPECIALTY  -  distribution  of  patient  visits  according  to  the  specialty  of 
the  physician  treating  this  diagnosis,  as  well  as  a  calculation  of  visits 
per  physician  per  year. 


.  - 


8.  LOCATION  -  patient  visits  by  location  of  patient  contact. 

9.  REGION  -  patient  visits  distributed  by  4  regions  as  illustrated  in  the 
N. D.T.I.  Universe  on  Page  G. 

10.  VISIT/REFERRAL  -  the  number  of  patient  visits  newly  diagnosed,  versus  those 
seen  before  for  this  episode  of  this  diagnosis.   The  first  column  of  figures 
in  each  table  is  the  actual  distribution  of  visits  in  thousands  for  the  last  . 
12  months.   The  second  column  is  the  percentage  of  distribution  for  the  last' 
12  months,  while  the  third  column  if  the  percentage  distribution  of  the 
current  quarter.   Also  included  her-_  are  the  number  of  visits  referred  to 
the  treating  physician  by  another  physician.   As  this  pertains  to  first  visit 
patients  only,  the  percentagina  is  against  the  total  number  of  first  visits. 

11.  SURGERY  -  patient  visits  in  which  surgery  was  performed  for  this  diagnosis. 

12.  THERAPEUTIC  CLASS  -  the  number  of  uses  of  a  drug  class  for  this  diagnosis 

(in  thousands) .  The  12  month  and  quarterly  percentages  at  the  therapeutic 
class  level  exclude  double  counting  when  a  patient  receives  two  drugs  from 
the  same  therapeutic  class. 

All  drug  classes  and  individual  drug  uses  are  a  percentage  of  patient  visits. 
Drug  mentions  and  their  percentages  do  net  always  add  up  to  the  theraoeutic 
class  total  because  we  suppress  the  printing  of  small  drugs  below  a  cutoff 
point.   All  the  computations  are  performed  before  cutting  off  and  before 
rounding  of  the  decimals. 

13.  SPECIFIC  DRUG  -  distribution  of  leading  drugs  within  therapeutic  class, 
arranged  in  descending  order. 

14.  TOTAL  -  the  average  number  of  druas  given  per  patient  visit.   Total  patient 
visits  divided  by  the  total  number  of  drugs. 

15.  DESIRED  ACTION  -  the  distribution  of  desire^  actions  sought  by  the  physicians 
in  treating  this  diagnosis  ranked  in  descending  sequence. 
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2. 3         Classification 

The  NDTI  diagnosis  coding  system  is  based  on  the 
1955  revision  of  the  World  Health  Organizations f s.  International 
Classification  of  Diseases  (Seventh  Revision) .   Diagnoses  are 
divided  into  18  diagnosis  classes,  such  as  Diseases  of  the 
Respiratory  System,  Circulatory  Disorders,  Accidents  and 
Injuries,  etc.,  which  are  then  further  broken  into  subclasses 
(when  appropriate)  and,  finally,  four-digit  codes.   For  more 
specificity,  IMS  has  created  a  six-digit  level  (available  from 
1965) ,  the  visits  for  which  are  published  annually  but  are 
always  available  in  a  special  computer  tabulation.   An  example 
of  the  coding  system  follows: 


DIAGNOSIS  REFERENCE  FILE 


18  CLASSES  3  DIGIT     4  DIGIT      6  DIGIT  (AVAILABLE  1965  ON) 

08 

DIS  OF  RESPIRATORY    CHRONIC  PHARYNGITIS/ 
SYSTEM  NASOPHARYNGITIS 

512  5120   CHRONIC  PHARYNGITIS 

512001  PHARYNGITIS  CHRONIC 

512002  CHRONIC    SORE   THROAT 

5121      CHRONIC   NASOPHARYNGITIS 

512101  NASOPHARYNGITIS   CHRONIC  NOS 

512102  NASOPHARYNC    SUPPURAT  CHR 

OH   NO 3 

512103  DRYNESS  NOSE   THROAT  LARYNX 

512107  RHINITIS   NOS 

512108  RHINITIS   ATROPHIC 

512109  RHINITIS  CHRONIC 
512115    SMOKERS  THROAT 
512117    RHINITIS   VASOMOTOR 
512119    CATARRHAL  RHINITIS   CHRON 

OR  NOS 
512121    HYPERTROPHIC   RHINITIS 
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2. 4       Response  Rate 

The  problem  of  non-response  exists  in  any  sample  sur- 
vey of  this  type.   At  present  the  response  rate  is  about  50% 
of  all  physicians  contacted.   A  check  of  ascertainable  variables 
for  non-respondents  (age,  city-size,  specialty,  etc.)  shows  no 
significant  difference  between  them  and  the  responding  physicians 
This  does  not  necessarily  imply  anything  about  the  variables 
of  major  interest.   However,  it  does  give  some  hope  that  the 
estimates  for  these  variables  are  also  unbiased,  even  though 
at  the  present  time,  the  actual  magnitude  of  the  non-response 
error  cannot  be  accurately  measured. 

At  the  very  least,  the  consistency  "found  in  the  data 
over  the  past  years  indicates  that  year-to-year  or  quafter-to- 
quarter  comparisons  are  quite  valid.   In  order  to  make  such 
comparisons  meaningful,  it  is  necessary  to  have  some  idea  of 
the  magnitude  of  the  sampling  error  of  the  estimates.   The 
sampling  plan  used  in  the  N. D.T.I,  survey  not  only  makes  it 
possible  to  calculate  sampling  errors,  but  also  dictates  the 
manner  in  which  they  should  be  calculated. 

The  estimated  variance  of  the  total  number  of 
mentions  in  a  given  region-specialty  cell  is  calculated  as 
follows : 

var     m     =     fcfLj   2n    TU|rJL. 

In  this  formula  NT/2n  will  be  recognized  as  the  projection 
factor  used  to  calculate  estimates  for  the  universe  of  the 
cell.  The  letter  n  still  represents  the  number  of  sampled 
doctors  in  the  cell.   The  letter  y  represents  the  number  of 

mentions  for  any  sampled  doctor,  while  y  represents  the  average 
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number  of  mentions  per  sampled  doctor  in  the  cell.   The  summa- 
tion extends  over  all  of  the  sampled  doctors  in  the  cell. 

Since  estimates  are  computed  monthly,  this  formula 
applies  to  the  monthly  estimates.   As  mentioned  earlier,  a 
quarterly  estimate  is  obtained  by  adding  the  pertinent  three 
monthly  estimates.   Likewise  the  sampling  variance  of  the 
quarterly  estimate  is  obtained  by  adding  the  variances  of  the 
pertinent  three  monthly  estimates. 

A 
Letting  Var  (Y)  now  refer  to  the  variance  of  the 

quarterly  estimate,  the  standard  error  of  the  estimate  is  ob- 
tained as  follows: 


A       /  TT 

S.E.   (Y)   =   v      var  (Y) 


Likewise  the  relative  standard  error  is: 

A         -,     A 
Rel   S.E.   (Y)   =  -JLle* 


r 

Y 

A 
S.E.   (Y)   x   100% 

A 
Y 


These  then  are  the  appropriate  variability  measures  for  any 
region-specialty  cell. 

In  order  to  obtain  the  corresponding  measures  for 
the  national  estimate  or  the  estimate  for  any  desired  combina- 
tion of  region-specialty  cells,  the  pattern  indicated  above 
must  be  repeated.   That  is,  it  is  first  necessary  to  calculate 
the  variance  for  each  cell  involved  and  add  these  variances  to 

obtain  the  variance  of  the  combined  estimate.   Then  by  taking 
the  square  root  of  this  variance  and  dividing  the  square  root 
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by  the  estimate  itself,  we  obtain  the  standard  error  and  rela- 
tive standard  error  respectively.   Likewise,  if  the  variance  is 
desired  for  a  yearly  estimate,  the  pattern  is  repeated  again. 
In  every  case  the  procedure  is  to  add  variances  and  then  cal- 
culate the  standard  errors. 

Now  strictly  speaking,  this  type  of  calculation  would 
have  to  be  done  for  each  drug  or  each  diagnosis  of  interest. 
A  few  minutes  of  sober  reflection  makes  it  apparent  that  the 
sheer  magnitude  of  this  job  dictates  against  its  being  carried 
out  on  any  routine  basis.   However,  it  has  been  attempted  for'" 
all  the  drug  mention  data  for  the  first  quarter  of  1962  in 
order  to  obtain  an  indication  of  the  average  standard  error  for 
any  size  estimate.   This  practice  is  common  for  all  large 
sample  surveys  and  has  been  shown  to  give  sampling  errors  which 
are  precise  enough  for  all  practical  purposes. 

To  this  end,  then,  variances  were  calculated  for 
each  of  three  months  within  each  region-specialty  cell  for 
all  drugs  mentioned  in  the  first  quarter  of  1962.   Grouping 
and  graphing  of  these  results  revealed  that  on  the  average 
there  was  a  straight-line  relationship  between  the  logarithm 
of  the  variance  and  the  logarithm  of  the  estimste.   This 
relationship  was  then  used  to  calculate  quarterly  variances 
of  the  national  estimates  of  all  drugs  mentioned. 

Processing  of  the  quarterly  variances  of  the  national 
estimates  of  all  drugs  mentioned  in  the  first  quarter  of  1962 
once  again  revealed  that  there  was,  on  the  average,  a  linear  •• 
relationship  between  the  logarithm  of  the  national  estimate 
and  the  logarithm  of  the  relative  standard  error  of  the  national 
estimate.   Expanding  of  these  results  to  a  yearly  basis  made 
it  possible  to  derive  the  table  on  the  following  page. 
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YEARLY   NATIONAL  STANDARD   ERPDR   AS   '/,   OF   NATIONAL   ESTIMATE 

ESTIMATE . 
(000) 


100 
200 
300 
400 
500 
600 
700 
800 
900 
1,000 
2,000 
3,000 
4,000 
5,000 
6,000 
7,000 
8,000 
9,000 
10,000 
20,000 
30,000 
40,000 
50,000 


ONE    STANDARD   DEVIATION 

TWO    STANDARD    DEVIATIONS 

■  (687,   LEVEL) 

(957=   LEVEL 

-  28.6 

*  57.2 

-  21.8 

-  43.6 

+ 

-   18.6 

+ 

-  37.2 

+ 

-   16.6 

+ 

-  33.2 

-   15.2 

-  30.4 

+ 

-    14.1 

+ 

-  28.2 

-   13.2 

-  26.4 

-   12.6 

-  25.2 

+ 

-   12.0 

+ 

-  24.0 

+ 

-   11.5 

-  23.0 

+ 

-     8.8 

+ 

-   17.6 

+ 

-     7.4 

+ 

-   14.8 

+. 

-     6.6 

+ 

-   13.2 

+ 

-     6.1 

+ 

-   12.2 

+ 

-     5.6 

+ 

-    11.2 

+ 

-     5.4 

-   10.8 

+ 

-•   5.0 

+ 

-   10.0 

+ 

-     4.8 

+ 

-     9.6 

+ 

-     4.6 

+ 

-     9.2 

+ 

-     3.5 

+ 

-     7.0 

+ 

-     3.0 

+ 

-     6.0 

+ 

-      2.6 

+ 

-     5.2 

+ 

-     2.4 

+ 

-     4.8 
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This  table  supplies  approximate  standard  errors  for  the 
national  estimate  of  the  number  of  mentions  for  any  drug  in 
any  given  12-month  period.   It  must  be  remembered  that  these 
estimates  are  not  exact;  in  order  to  obtain  exact  estimates  it 
would  be  necessary  to  recalculate  the  formulas  given  earlier 
for  each  drug  under  study.   Nevertheless  for  practical  inter- 
pretation of  any  national  estimates,  these  approximate 
standard  errors  should  be  quite  accurate  enough. 

In  deriving  the  table,  the  following  points  were 
investigated  and  may  help  in  using  the  table: 


If  any  estimate  falls  between  two  tabled  values, 
simple  linear  interpolation  will  give  results 
of  sufficient  riccuracy.   For  example,  to  obtain 
the  relative   tandard  error  for  a  national 
estimate  of  1/5,000,  take  3/4  of  the  difference 
between  the  standard  errors  for  estimates  of 
100,000  and  200,000  and  subtract  this  from 
the  standard  error  for  100,000  to  get  23.5%. 
Interpolation  on  the  logarithms  of  the  estimates 
and  their  standard  errors  would  give  more  accurate 
results,  but  it  is  doubtful  that  the  increased 
accuracy  would  compensate  for  the  extra  compli- 
cation. 

Although  the  table  was  derived  for  national 
estimates  it  can  also  be  used  for  estimates 
obtained  for  particular  specialties,  groups 
of  specialties  or  regions.   This  is  true  be- 
cause the  basic  variance  estimates  were  ob- 
tained individually  for  region-specialty  cells, 
and  as  mentioned  earlier,  the  estimates  for 
desired  combinations  of  region-specialty  cells 
as  well  as  the  variances  of  such  estimates 
are  obtained  by  adding  up  the  figure  for  the 
appropriate  cells. 

Some  few  examples  of  diagnosis  mentions  and 
desired  action  mentions  were  checked  against 
the  table  even  though  it  was  derived  from  drug 
mention  data  only.   In  these  cases  the  table 
was  found  to  perform  quite  well.   Although  it 
may  be  necessary  to  check  this  out  more 
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thoroughly  in  the  future,  at  present  it  is 
felt  that  the  table  will  give  quite  useful 
estimates  of  standard  errors  for  these  other 
variables  as  well  as  drug  mentions. 

The  table  can  also  be  used  to  obtain  the 
standard  error  for  the  number  of  mentions  of  a 
particular  drug  for  females  only,  for  example. 
To  see  why  this  is  true,  it  is  only  necessary 
to  recall  that  such  an  estimate  is  obtained  in 
practice  by  sorting  out  those  cards  for  which 
the  patient  sex  is  indicated  as  female  and  for 
which  the  drug  of  interest  is  mentioned  and  then 
adding  up  the  projection  factors  for  these 
cards.   The  basic  sources  of  variability  which 
apply  to  the  estimates  of  drug  mentions  in 
general  also  apply  to  this  more  restricted 
category  of  drug  mentions  for  one  sex  only. 
It  is  simply  a  case  of  redefining  the  type  of 
mention  of  interest  just  as  it  is  redefined 
when  the  number  of  mentions  for  a  given  sulfa 
drug  is  studied  rather  than  the  number  of 
mentions  for  a  given  antibiotic-  for  example. 
In  this  case  the  combination  of  one  sex  and  a 
particular  drug  is  considered  to  be  a  different 
drug  than  if  the  drug  is  mentioned  without 
specifying  the  r,ex  of  the  patient.   Thus  it  can 
readily  be  seen  that  the  table  is  applicable 
to  the  wide  variety  of  estimates  which  can  be 
defined  in  this  appropriate  manner. 
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F.3.  THE  HOSPITAL  RECORD  STUDY  (HRS)* 

The  Hospital  Record  Study  is  a  continuing  quarterly 
study  of  patients,  diagnoses,  diagnostic  procedures,  therapy 
and  operative  procedures  in  U.S.  short-term  general  hospitals. 
It  is  an  attempt  to  describe  statistically  the  characteristics 
of  general  hospital  patients  abstracted  from  the  Professional 
Activity  Study  (PAS) . 


3. l       Definitions  and  Types  of  Information  Collected 

The  PAS  case  abstract  includes  a  mass  of  data  -  not 
all  of  which  is  used  in  this  study.   We  feel  such  variables  as 
method  of  payment,  patient  race,  and  discharge  status  are  of 
marginal  usefulness  for  marketing  studies.   Thus  we  are 
sampling  only  the  following: 

•  The  patient  characteristics  of  age  and  sex. 

•  The  diagnoses .   Most  patients  have  more  than  one 
diagnosis,  so  one  is  designated  as  the  primary 
diagnosis — "the  final  diagnosis  explaining 
admission"  is  the  wording  used  on  the  PAS  Case 
abstract. 

•  The  operative  procedures.   Again  many  patients 
have  multiple  procedures  -  wherever  possible 
the  "most  important"  procedure  is  designated. 

•  Since  January  1969  coding  for  diagnose'  and 
operative  procedures  '-.as  been  according  to  the 
Hospital  Adaption  of  the  International  Classi- 
fication of  Disease  (H-ICDA) ,  adapted  and 
published  by  the  Commission  on  Professional  & 
Hospital  Activities. 

•  The  type  of  anesthesia  utilized  is  recorded  as 
inhalation,  IV,  spinal,  saddle  block,  epidural/ 
caudal,  nerve/field  block  or  combinations  of 
these. 

*  The  following  information  has  been  excerpted  from  the  Commission 
on  Professional  and  Hospital  Activities  and  IMS  America,  LTD: 
"The  Hospital  Record  Study  —  a  study  of  patients  in  short- 
term  general  hospitals." 
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Selected  drug  classes  are  reported  -  although 
not  by  specific  product.   Those  classes  that  can 
be  utilized  currently  in  tabulations  are  oral 
antidiabetics,  insulin,  thyroid,  steroids, 
cancer  chemotherapy,  diuretics,  antihypertensives , 
vasodilators,  cardiac  regulators,  anticoagulants, 
antibiotics,  other  antiinfectives ,  tranquilizers, 
RH  immune  globulin,  vasopressors  and  inhalation 
therapy. 

Additional  therapy  which  can  be  examined:   oxygen, 
parenteral  fluids,  plasma  blood  derivatives, 
blood  transfusion  and  IPPB. 

Diagnostic  procedures  are  routine  for  most 
hospitalized  patients.   Those  which  are  tabu- 
lated include: 

Urinalysis  tests,  bile/urobilinogen,  kidney 
function,  hormones,  calcium  and  other  minerals; 


Screening  tests,  STS  (syphilis),  chest 
survey,  tonometry ; 

Hematology,  hemoglobin,  white  cell,  differ- 
ential, red  cells,  hematocrit,  sedimenta- 
tion rate,  bleeding  coagulation  time, 
platelets,  reticulocytes/nucleated  RBC's, 
red  cell  abnormality; 

Blood  chemistry,  nitrogen  derivatives, 
calcium/phosphorus ,  Na/K/Cl/CO^/pH,  liver 
function,  prothrombin  time,  transaminase/ 
LDH,  proteins/electrophoresis ,  cholesterol/ 
lipids,  blood  iodine,  amylase/lipase/absorp- 
tion  tests,  serum  iron,  arterial  blood 
gases ; 

Blood  sugar  tests; 

Serology,  special  human  antibodies,  bac- 
terial/viral  antibodies,  rheumtoid  factors; 

Microbiology,  bacterial  smear,  culture 
(throat/nose ,  blood,  urine,  sputum, wound)  , 
antibiogram,  parasitology; 

Histology,  cervical  pap  tests,  other  type 
ot  paper,  frozen  section; 
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-    Gastric  stool ,  stool  for  blood,  stool 
analysis ; 

Function,  EKG ,  EEG ,  thyroid  pulmonary 
function,  gastric; 

Radiology  of  the  chest,  resp.  system, 
skeleton,  upper  GI  and  small  bowel,  lower 
GI,  biliary,  urogenital  area,  pleural  and 
peritoneal  cavity  NOS ; 

The  use  of  radioisotopes;  and 

Others  to  include  skin  tests,  spinal 
fluid  analysis,  toxicology. 

It  should  be  pointed  out  that  the  results  of  these 
tests  are  not  generally  recorded,  only  the  fact  that  they  took 
place.   In  addition,  if  a  given  test  is  repeated  during  a 
patient's  stay,  this  fact  is  not  recorded. 

•  Tests  reported  in  The  Hospital  Record  Study 
represent  only  that  portion  of  hospital 
diagnostic  testing  performed  for  bed  patients. 

•  The  hospital  service  is  abstracted.   Since  the 
names  of  services  do  not  always  agree  from 
hospital  to  hospital,  the  PAS  staff  assign 
patients  into  one  of  five  general  service 
categories  (medical,  surgical,  OB/GYN,  pediatric 
medicine,  newborn),  using  the  primary  diagnosis 
or  most  important  procedure,  if  operated. 

•  The  use  of  certain  types  of  mechanical  equipment 
is  tabulated.   Included  here  are  monitoring 
devices,  cardiac  pacemakers/def ibrillators  and 
IPPB's.   Tests  such  as  endoscopic  or  radiographic 
examinations  are  also  covered. 

•  The  patient's  length  of  stay,  calculated  in 
number  of  days,  is  available  for  all  operations 
and  diseases. 

•  The  hospitals  contributing  data  are  characterized 
by  type  of  ownership,  bed  size,  and  region  of 
the  U.S. 
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Only  "bed  patients"  are  included  in  the  study; 
no  clinic  or  emergency  ward  patients  are  repre- 
sented, unless  later  admitted  as  bed  patients. 

Data  are  projected  to  the  universe  of  all  U.S. 
short-term  general  hospital  patients.  Add  000 
to  all  estimates. 

Estimates  are  rounded  to  the  nearest  thousand. 
A  dash  (-)  indicates  no  data.   A  plus  (  +  ) 
indicates  a  numeric  estimate  of  1-499. 

The  cut-off  for  diagnosis  and  procedure  pages 
is  10,000  patients  (projected)  in  each  instance 
There  should  be  a  detailed  set  of  tabulations 
for  every  disease  or  procedure  shown  in  the 
aggregate  statistics  to  be  of  this  magnitude. 

Note  that  disease  estimates  distinguish  between 
diagnoses  of  "primary"  and  "secondary"  impor- 
tance.  Most  hospital  patients  have  several  dis- 
orders; the  total  number  of  diagnoses,  there- 
fore, is  considerably  higher  than  the  total 
number  of  patients.   The  total  of  primary 
diagnoses  equals  the  total  number  of  patients. 
The  same  is  true  of  procedures. 


3.  2       Sampling  Design 

The  Hospital  Record  Study  is,  as  the  name  implies, 
a  study  of  hospital  patient  records.   The  sample  data  upon 
which  this  report  is  based  were  drawn  from  over  750  U.S. 
non-Federal  short-term  genera '  hospitals  and  projected  to 
represent  all  patients  discharged  from  this  type  of  hospital. 
The  universe  is  shown  below  by  bed  size,  region  and  hospital 
ownership.   Certain  types  of  hospital  in  the  U.S.  are  not 
included  in  the  study;  not  represented  are  mental  hospitals, 
VA  hospitals,  military  hospitals,  or  long-term  hospitals. 
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UNITED  STATES  HOSPITALS  BY  REGION,  CONTROL  AND  TYPE 


S  H  0 

R  T 

T  E  R 

M   GENERAL 

P 

R  I  V 

ATE 

GOVERN  MEN 
(non-Federal) 

f 

BEDS 

1- 

99 

100- 
199 

200- 
399 

400 

+ 

1- 

99 

100- 
199 

200- 

39'^ 

400 
■f 

TOTAL 

EAST 

228 

228 

294 

102 

19 

25 

14 

18 

.928 

MIDWEST 

561 

292 

267 

133 

366 

86 

30 

21 

1756 

SOUTH 

706 

288 

182 

89 

618 

144 

60 

47 

2134 

WEST 

446 

182 

127 

36 

250 

38 

28 

12 

111!' 

TOTAL 

1941 

990 

870 

360 

1253 

293 

132 

98 

5937 

Source:   The  "1972  Annual  Survey  of  Hospitals,"  Master 
Facilities  Inventory  Tape  developed  by  the  National  Center 
for  Health  Statistics. 
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Hospitals  show  differing  rates  of  utilization  of 
their  available  beds.   Depending  upon  size,  location  and 
management,  utilization  rates  range  between  30%  and  98%. 
Thus  the  number  of  patient  discharges  is  more  important  than 
numbers  of  beds  in  sampling  hospital  patients .   Patient  dis- 
charges, stratified  by  region,  hospital  size  and  ownership 
are  used  as  stratification  factors  in  the  design  of  this  sam- 
ple.  Patient  discharges  from  short-term  general  hospitals 
during  1974  break  down  as  in  the  following  table. 

The  computer  tape  files  of  the  Commission  on  Pro- 
fessional and  Hospital  Activities,  Ann  Arbor,  Michigan, 
contain  summarized  information  on  nearly  40%  of  the  patients 
discharged  in  non-Federal  short-term  hospitals — almost  13 
million  patients  annually.   For  purposes  of  The  Hospital 
Record  Study,  patients  are  selected  from  the  Commission  files 
exactly  in  proportion  to  the  breakdown  of  discharges  shown 
above.   Thus  if  9%  of  total  patients  are  discharged  from 
eastern  private  hospitals  of  200-399  beds,  :hen  9%  of  the 
patients  studied  in  sample  data  will  also  come  from  these 
hospitals.   Some  4  00,000  patients  are  selected  annually 
for  the  study  tabulations,  using  a  nonbiasing,  every  nth 
record,  technique. 


3.  3       Projection  and  Sampling  Error 

Because  patient  records  are  sampled  proportionately 
from  each  cell  of  the  sampling  frame,  the  projection  factor 
is  the  same  throughout.   The  average  projection  factor  for 
the  three  months  of  1975  is  90.4.   All  tabulations  in  this 
report  are  given  as  projections  representing  the  total  universe 
The  number  of  sample  cases  can  be  found  by  taking  the  projected 
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estimate  and  dividing  by  90.4  (i.e.  an  estimate  of  90.4 
thousand  in  the  report  projected  from  1,000  sample  cases) . 

All  estimates  are  subject  to  sampling  error. 
The  table  below  gives  the  approximate  size  of  the  error 
at  the  95%  confidence  level.   For  example,  95%  of  the  time 
an  estimate  of  100,000  will  have  an  error  within  the 

4- 

range  of  -  5.6%. 


Approximate  Sampling  Error  at 
the  95%  Level  of  Confidence 


Projected  Estimate 


Error 


(000) 

(as  %  of  es 

A 

+  28.0% 

5 

+  25. 

6 

+  23. 

7 

+  21. 

8 

+  20. 

9 

+  19. 

10 

+  18. 

11 

+  17. 

12 

+  16. 

13 

+  15. 

14 

+  15. 

15 

+  1A. 

20 

+  13. 

25 

+  11. 

30 

+  10. 

35 

+  9.4 

A0 

+  8.8 

50 

+  7.9 

60 

+  7.2 

70 

+  6.7 

Projected  Estimate 


Error 


(000) 

(as  %  of  es 

80 

+  6.30% 

90 

+  5.9 

100 

+  5.6 

200 

+  A.O 

300 

+  3.3 

A00 

+  2.9 

500 

+  2.6 

600 

+  2. A 

700 

+  2.3 

•800 

+  2.2 

900 

+  2.1 

1000 

+  2.0 

2000 

+  1.5 

3000 

+  l.A 

A000 

+  1.2 

5000 

+  1.2 

10000 

+  1.1 

15000 

+  1.0 

20000 

+  0.98 

25000 

+  0.96 

30000 

+  0.9A 
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F.4   THE  THIRD  NATIONAL  CANCER  SURVEY 

For  information  pertaining  to  the  Third  National 
Cancer  Survey's  population,  definition  of  terms,  data  collec- 
tion methodology  and  diagnostic  classification  consult  the 
reference  document  entitled  "The  Third  National  Cancer  Survey 

Advanced  Three  Year  Report  1969-1971  Incidence  (excluding 

j 

carcinoma  in  situ) " 


U.S.  Department  of  Health,  Education,  and  Welfare,  National 
Institutes  of  Health,  National  Cancer  Institute,  Biometry 
Branch:   The  Third  National  Cancer  Survey  Advanced  Three  Year 
Report  195TT::'1971  Incidence  (excluding  carcinoma  in  situ),  Depart- 
ment  of  Health,  Education, and  Welfare  Publication  No.  (NIH) 
75-637,  U.S.  Government  Printing  Office,  Washington,  D.C., 
February,  1974. 


000308 


F.5   CONSUMER  PRODUCT  SAFETY  COMMISSION* 

The  National  Electronic  Injury  Surveillance  System 
(NEISS)  is  an  injury  data  collection  system  composed  of  a 
representative  sample  of  hospital  emergency  rooms  distributed 
throughout  the  continental  United  States.   Information  drawn 
from  this  system  is  used  in  making  national  projections  on  all 
product-related  injuries  by  the  Consumer  Product  Safety 
Commission  (CPSC) . 


5.1       Definitions 

The  NEISS  definition  of  injury  is  trauma  requiring 
medical  care  in  an  emergency  room.   NEISS  data  indicate  that  a 
product  was  involved  in  an  injury,  but  not  necessarily  that  the 
product  caused  the  injury. 


5.2       Data  Collection  Methodology 

Surveillance  begins  when  the  injured  person  is 
admitted  for  treatment  to  any  one  of  the  119  participating 
hospital  emergency  rooms.   Basic  information  is  obtained  about 
the  accident  by  the  admissions  clerk  and  is  written  on  the 
emergency  room  record. 

A  hospital  employee  designated  and  trained  by  the 
Commission  as  a  data  coder/transmitter  reviews  records  daily 
for  those  injuries  involving  consumer  products  and  transcribes 
coded  equivalents  for  all  relevant  data  to  a  NEISS  coding  sheet 
The  coded  material  consists  of  the  hospital  record  number,  age 
and  sex  of  victim,  the  diagnosis  and  body  part  affected  (for 
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the  principal  injury),  disposition,  primary  product  code, 
secondary  product  indication  and  accident  or  incident  loca- 
tion. 

At  the  end  of  each  day's  coding,  the  data  coder/ 
transmitter,  often  a  member  of  the  hospital's  medical  record 
department,  types  the  coded  data  into  a  teletypewriter- terminal 
installed  by  the  Commission  for  this  purpose.   While  typing,  a 
perforated  paper  tape  is  automatically  punched  with  the  coded 
data  on  each  case.   This  perforated  tape  is  then  loaded  in  a 
special  "reader"  on  the  machine. 

During  late  night  hours  of  low  telephone  line 
traffic,  a  special  switching  device  attached  to  the  Commission's 
computer  in  Washington  automatically  polls  each  of  the  hospital- 
based  terminals.   This  device  turns  on  each  machine  and  reads 
the  perforated  paper  tape  at  high  speed,  edits  the  data  for 
accuracy  and  completeness,  and  records  the  data  in  the  com- 
puter.  Each  morning  the  computer  prepares  summary  registers 
and  details  case  printouts  for  Commission  review. 


5.  3       Sample  Design 

The  NEISS  frame  was  limited  to  those  U.S.  hospitals 
which  had  emergency  treatment  units  in  1967,  as  determined  by 
the  American  Hospital  Association.   A  total  of  4,906  hospitals 
met  this  criterion,  after  excluding  long-term  and  federal 
prison  hospitals. 
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The  Census  Current  Population  Survey  design  with  19  60 
U.S.  population  was  adopted  in  the  sampling  plan  used  in  the 
selection  of  NEISS  hospitals.   The  3,100  counties  and  independent 
cities  recorded  for  the  U.S.  in  19  6  0  were  combined  to  form  1,900 
primary  sampling  units.   Each  of  these  units  included  one  or 
more  contiguous  counties  heterogeneous  with  respect  to  economy, 
industry,  agriculture,  Hagood  index,  and  proportion  non-white.   The 
1900  primary  sampling  units  were  in  turn  combined  to  form  357 
strata.   Each  of  these  strata  included  one  or  more  primary 
sampling  units  homogeneous  with  respect  to  rate  of  population 
change,  percent  of  urban  population,  percent  of  manufacturing 
population,  principal  industries,  retail  trade  value,  proportion 
of  non  white  population.   The  357  strata  were  in  turn  combined 
to  form  100  superstrata.   Each  superstrata  included  one  or 
more  strata  homogeneous  with  respect  to  the  characteristics 
used  to  combine  the  primary  sampling  units  into  strata. 

Within  each  of  the  four  Census  geographic  regions,  the 
superstrata  were  ranked  in  descending  order  according  to  the 
regions.   Each  of  the  blocks  was  approximately  equal  in  popula- 
tion size.   A  stratum  from  each  superstrata  was  selected  with 
probability  proportional  to  population.   Hospitals  selected 
from  the  strata  were  ranked  within  each  block  in  descending 
order  of  emergency  room  visits.   The  blocks  were  further 
divided  into  three  subblocks ,  the  first  representing  50%  of  the 
total  emergency  cases,  the  second  30%,  and  the  third  20%  of 
the  total  emergency  room  visits  for  that  block.   More  homogeneity 
with  respect  to  size  was  thus  achieved  for  hospitals  within 
each  subblock.   Final  selection  of  participating  hospitals 
within  each  subblock  was  then  made  with  probability  of  selection 
proportional  to  the  number  of  emergency  room  visits. 
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5.4 


Diagnostic  Classification 


first 


NEISS  employs  a  4  digit  identification  code,  the 
2  digits  representing  1  of  19  general  categories,  e.g. 
"General  Household  Appliances."   The  second  two  digits 
represent  specific  product  descriptions  within  the  categories 


PRODUCT 
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CODES 

01 
02 
18-20,28 

02 

15,28,30,31,33 
See    Footnote    1 
See    Footnote    2 
38,39,47,55 
08-11,27,45,46 


03 

09-11,18,22,26-29,35 
See  Footnote  3 

0  4 
05 
07 
24 

56-58 
18,37 

0  5 
See  Footnote  4 
01,16-18 ,28,41,42 

0  6 

84  ,85 

11 

01,61,94 

12,13,76 

05,0705 

18-20  ,  38  ,  96 

2  6-28,86 

4  4,71 

4  8,4^ 
'  04,30-32,64,92,93 

45,46,82  ,83 

02,70,79-81 

C7 
01-04,06-08 

08 
49-51 
27 
0.1,24,32,41-44 


DESCRIPTIONS 

GENERAL  HOUSEHOLD  APPLIANCES 
Washing  Machines  \;ith  Wringers 
Water  Heaters 

KITCHEN  APPLIANCES 
Blenders',  Mixers,  Choppers,  &  Grinders  (Elec.) 
Cooking  Ranges,  Ovens,  &  Equipment 
Counter-Top  Appliances 
Irons 
Refrigerators  &  Freezers 

SPACE  HEATING,  COOLING  &  VENTILATING  APPLIANCES 
Furnaces  &  Floor  Furnaces 
Space  Heaters  &  Heating  Stoves 

HOUSEWARES 
Cof f eemakers  &  Teapots ,  Unpowered 
Cutlery,  Unpowered,  'Kitchen  Knives' 
Drinking  Glasses,  Glass 
Pots  &  Pans  (Inc.  Lids) 
Tableware  &  Accessories 

HOME  COMMUNICATION,  ENTERTAINMENT  £•  HOBBY  EQUIP. 
Sound  Recording  &  Reproducing  Equipment  (Elec.) 
Television  Sets 

HOME  FURNISHINGS  AND  FIXTURES 
Appliance  &  Extension  Cords 
Bathtub  &  Shower  Structures 
Beds  (Including  Springs  &  Frames) 
Carpets  &  Rugs 

Electrical  Fixtures  (Outlets,  Circuit  Breakers) 
Ladders  &  Ster  Stools 


&  Chandeliers  (Electric' 


Lamps,  Light  Fixtures, 
Non-Upholstered  Chairs 
Plumbing  Fixtures 
Storage  Furniture 
Tables,  Non-Glass 
Upholstered  Furniture 


HOME  ALARM,  ESCAPE,  AND  PROTECTION  DEVICES 
All  Products  Except  0705 

HOME  WORKSHOP  APPARATUS,  TOOLS,  AND  ATTACHMENTS 
Batteries,  All  Kinds 
Hammers 
Home  Workshop  Saws  (Electric) 
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09 

See  Footnote  5 

See  Footnote  6 

10,11,40, 

41,1247 

07,08,13, 

15,24,33,37 

04,05,31, 

48 

10 

09,29,30, 

32,50 

11 

04 

10,45-47 

05 

11 

03,04,12 

18,21 

22 

20 

09,14 

01 

12 

04 

05 

02 

10 

11 

12,13 

37 

33,72 

79,95,96 

45 

3204 

16 , 9  8 

67 

78 

77 

84 

31 

62 

41-44,89 

17,73,74, 

99 

46 

13 

05 

13 

08,29,33 

01 

27,28,31 

14 

03. 

01,18-21 

,34,36,37 

15 

05,08,22 

04,06,13 

,29,38 

18,40,41 

HOME  AND  FAMILY  MAINTENANCE  PRODUCTS 
Cleaning  Agents,  Caustic  Compounds 
Household  Chemical  Products,  Other 
Liquid  Fuels,  Kindling  &  Illuminating 
Paints  &  Solvents 
Waxes  &  Polishes 

FARM  SUPPLIES  AND  EQUIPMENT 
Combine,  Threshing  Machine,  Harvesting  Equip. 
Farm  Elevator,  Conveyor 
Farm  Tractor 

Picker  or  Picker-Sheller 
Power  Take-Off 

PACKAGING  AND  CONTAINERS  FOR  HOUSEHOLD  PRODUCTS 

Cans  (Inc.  Self-Openers  &  Resealable  Closures) 

Glass  Bottles  &  Jars 

Glass  Containers  (Malt  Beverages) 

Glass  Soft  Drink  Bottles  (Carbonated  Beverages) 
•Paper  &  Cardboard  Objects,  Wrapping  Products 

Pressurized  Containers,  Aerosol  Containers 

SPORTS  AND  RECREATIONAL  EQUIPMENT 
Baseball,  Activity,  Related  Equip.  &  Apparel 
Basketball,  Activity  &  Related  Equipment 
Bicycles  &  Bicycle  Equipment 
Fishing  Equipment 

Football,  Activity,  Related  Equip.  &  Apparel 
Golf  Equipment  (Inc.  Golf  Carts) 
Guns,  Gas,  Air  &  Spring-Operated,  Inc.  BE  Guns 
Gymnastics,  Activity,  &  Related  Equipment 
Hockey  Equipment  &  Apparel 
Ice  Skates 

Motor  Scooters,  Mini  Bikes,  &  Other  Such  Vehic. 
Snow  Skiing  &  Related  Equipment 
Soccer 

Swimming  Pool  Diving  Boards 
Swimming  Pool  Water  Slides 
Swimming  Pool,  Not  Otherwise  Specified 
Swimming  Pools  &  Associated  Equip. 
Swimming  Pools,  Above  Ground 

Swings,  Slides,  Seesaws,  &  Climbing  Apparatus 
Toboggans,  Sleds,. Snow  Discs,  &  Snow  Tubina 
Wading  Pools 

TOYS 
Cars,  Trucks,  Non-Flying  Airplanes,  &  Boats 
Fireworks 

Skates,  Scooters,  &  Skateboards 
Tricycles 
Wagons  &  Other  Ride-On  Toys 


YARD  AND  GARDEN  EQUIPMENT 
Hand  Garden  Tools 
Power  Lawnmowers 

CHILD  NURSERY  EQUIPMENT  AND  SUPPLIES 
Baby  Carriages,  Walkers,  &  Strollers 
Baby  Cribs,  Gates,  &  Playpens 
High  Chairs  &  Youth  Chairs 
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16 

04 

14, 

44 

,45 

50 

16, 

22 

,43 

30 

15, 

46 

,47 

49, 

,55 

,56 

48 

52 

01 

09, 

34 

17 

04 

22, 

23 

18 

15, 

23- 

-26, 

35- 

37,0609 

11 

22, 

27, 

44- 

-49, 

58 

50 

34, 

51, 

,56 

07 

19 

10 

17 

- 

06 

40, 

42, 

43 

59 

31 

32 

19 
See 

s  Footnote 

7 

15- 

■18, 

23 

20- 

•22, 

24 

08 

PERSONAL  USE  ITEMS 
Cigarette/Pipe/Cigar  Lighters 
Clothing  (Inc.  Day  &  Night  Wear) 
Desk  Supplies,  Other 
Jewelry,  Watches,  Keys,.  &  Key  Rings 
Money,  Paper  &  Coins,  Inc.  Toy  Money 
Outerwear,  Footwear,  &  Clothing  Accessories 
Pencils 

Pens  &  Marking  Pens 
Pins  &  Needles 

Razors,  Shavers,  &  Razor  Blades 
Sun  Lamps  &  Heat  Lamps 

MISCELLANEOUS  PRODUCTS 
Matches 
Pocket  Knives 

HOME  STRUCTURES  AND  CONSTRUCTION  MATERIALS 
Architectural  Glass 

Bricks,  Concrete  Blocks,  Not  Part  of  Structure 
Doors,  Other  Than  Glass  Doors 
Doors,  With  Glass  Panels,  Not  Storm  Doors 
Fences,  Not  Electric,  All  Types 
•Floors  &  Flooring  Materials 
Nails,  Carpet  Tacks,  Screws,  &  Thumbtacks 
Outside  Structures,  Inc.  Retaining  &  Ext.  Walls 
Porches,  Balconies,  Etc. 
Roofs  &  Roofing  Materials 
Stairs,  Ramps,  &  Landings 
Storm  Doors,  Not  Otherwise  Specified 
Window  &  Door  Sills,  Door  &  Window  Frames 
Wire,  Not  Electric 

PRODUCTS  COVERED  BY  EXISTING  FEDERAL  REGULATIONS 
Cosmetics 

Drugs,  Non-Prescription 
Drugs,  Prescription 
Pesticides 


FOOTNOTES : 
01/  02,04,43,44,50,56,59-62 
02/  12,16,17,19,21-24,29,3  4,35,41,57 
03/  13,15,23,25,31-33,43,48-55 
04/  02,03,09,10,20,21,38,40 
05/  02,  03, 16,  29,  30,  34,  38, 4  2,45,47,43 
06/  06,09,20,21,26,28,35,36,43,46 
07/  2500-2700 
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F.6   KAISER  FOUNDATION  HEALTH  PLAN,  INC 
SOUTHERN  CALIFORNIA  REGION 


6. 1       Population 

Kaiser  Foundation  Health  Plan  members  from  Southern 
California  Region  who  were  discharged  from  short  term  hospitals 
during  1974. 


6 . 2      Diagnostic  Classification 

U.S.  Department  of  Health,  Education,  and  Welfare, 
Public  Health  Service,  National  Center  for  Health  Statistics: 
Eighth  Revision  International  Classification  of  Diseases, 
adapted  for  use  in  the  United  States,  PHS  publication  no.  169  3, 
U.S.  Government  Printing  Office,  Washington,  D.C. ,  1969. 


6.  3      Data  Collection  Methods 

Information  was  abstracted  from  the  medical  records 
of  the  discharged  patients  of  the  member  hospitals.   Codes 
were  then  assigned  to  the  abstracted  information  by  record 
technicians,  and  then  computerized  by  the  research  center 
staff. 
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F.7   NATIONAL  CENTER  FOR  HEALTH  STATISTICS 


For  information  pertaining  to  the  development,  design 
and  procedures  of  the  Health  Interview  Survey  (HIS) ,  Health 
Examination  and  Nutrition  Survey  (HANES) ,  Hospital  Discharge 
Survey  (HDS) ,  Nursing  Home  Survey,  and  the  National  Ambulatory 
and  Medical  Care  Survey  (NAMCS)  consult  the  references  listed 
below.   For  further  material  dealing  with  sampling  errors, 
definition  of  terms,  qualification  of  data,  non-response  rates, 
and  facsimile  parts  of  the  questionnaires,  check  particular 
references  cited  within  Section  3  and  Appendix  G. 


7. 1      Health  Interview  Survey 

U.S.  Department  of  Health,  Education,  and  Welfare, 
Health  Statistics  from  U.S.  National  Health  Survey:   Concepts 
and  Definitions  in  Health  Household  Interview  Survey,  Series  A, 
No.  3,  compiled  by  the  staff  of  PHS  and  Census  Dept. ,  September, 
1958. 

,  Health  Statistics  from  U.S.  National  Health 


Survey :  Statistical  Design  of  the  Health  Household  Inter- 
view Survey,  Series  A,  No.  2,  compiled  by  the  staff  of  PHS 
and  Census  Dept.,  July,  1958. 

,  National  Center  for  Health  Statistics:   Health 


Interview  Survey  Procedure,  1957-1974,  Series  1,  No.  11,  U.S. 
Government  Printing  Office,  Washington,  D.C.,  April,  1975. 
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,  National  Center  for  Health  Statistics:   Health 


Survey  Procedure:   Concepts ,  Questionnaire  Development,  and 
Definitions  in  the  Health  Interview  Survey,  Series  1,  No.  2, 
U.S.  Government  Printing  Office,  Washington,  D.C.,  May,  1964. 

- 

_^ ,  National  Center  for  Health  Statistics:   Origin, 


Program,  and  Operation  of  the  U.S.  National  Health  Survey, 
Series  1,  No.  1,  U.S.  Government  Printing  Office,  Washington, 
D.C. 


7.2.     Health  and  Nutrition  Examination  Survey 

U.S.  Department  of  Health,  Education,  and  Welfare, 
National  Center  for  Health  Statistics:   Plan  and  Operation 
of  the  Health  and  Nutrition  Examination  Survey  U.S.  1971-73, 
Series  1,  No.  10a,  U.S.  Government  Printing  Office,  Washington, 
D.C,  February,  1973. 

.  National  Center  for  Health  Statistics:   Plan 


and  Operation  of  the  Health  and  Nutrition  Examination  Survey 
U.S.  1971-73,  Series  10,  No.  10b,  U.S.  Government  Printing 
Office,  Washington,  D.C..,  February  1973. 

,  National  Center  for  Health  Statistics:   Pre- 


liminary  findings  of  the  First  Health  and  Nutrition  Examina- 
tion Survey,  United  States,  1971-72:   Dietary  Intake  and  Bio- 
chemical Findings,  DHEW  publication  No.  (HRA)  74-1219-1,  U.S 
Government  Printing  Office,  Washington,  D.C,  1974. 
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7 . 3       National  Survey  of  Nursing  Homes 

U.S.  Department  of  Health,  Education,  and  Welfare, 
National  Center  for  Health  Statistics:   Design  and  Methodology 
for  a  National  Survey  of  Nursing  Homes,  Series  1,  No.  7.,  U.S. 
Government  Printing  Office,  Washington,  D.C.,  September,  1968. 


7. 4      Hospital  Discharge  Survey 

U.S.  Department  of  Health,  Education,  and  Welfare, 
National  Center  for  Health  Statistics:   Design  and  Methodology 
of  the  19  67  Master  Facility  Inventory  Survey,  Series  1,  No.  9, 
U.S.  Government  Printing  Office,  Washington,  D.C. ,  January  1971 

,  National  Center  for  Health  Statistics: 


Development  and  Maintenance  of  a  National  Inventory  of  Hospitals 
and  Institutions,  Series  1,  No.  3,  U.S.  Government  Printing 
Office,  Washington,  D.C. 

,  National  Center  for  Health  Statistics: 


Development  of  the  Design  of  the  NCHS  Hospital  Discharge 
Survey,  Series  2,  No.  39,  U.S.  Government  Printing  Office, 
Washington,  D.C,  September,  1970. 

,  National  Center  for  Health  Statistics:   The 


Agency  Reporting  System  for  Maintaining  the  National  Inventory 
of  Hospitals  and  Institutions,  Series  1,  No.  6,  U.S.  Government 
Printing  Office,  Washington,  D.C,  April,  1968. 
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7. 5      National  Ambulatory  Medical  Care  Survey 

U.S.  Department  of  Health,  Education,  and  Welfare, 
National  Center  for  Health  Statistics:   NAMCS  Background  and 
Methodology,  Series  2,  No.  61,  U.S.  Government  Printing 
Office,  Washington,  D.C. ,  April,  1974. 

,  National  Center  for  Health  Statistics:   Pre- 


liminary  Data  from  the  National  Ambulatory  Medical  Care 
Survey,  Series  13,  No.  21,  U.S.  Government  Printing  Office, 
Washington,  D.C,  October,  1975. 
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APPENDIX  G 
POPULATION  TABLES 
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Population  Tables 

In  this  section  several  population  tables  are  presented 
which  represent  suitable  denominators  for  the  computation  of 
incidence  rates,  prevalence  rates,  and  rates  of  utilization 
of  medical  services.   These  are  not  official  estimates  of  the 
Bureau  of  the  Census  but,  in  most  cases,  were  prepared  by  the 
Bureau  of  the  Census  for  the  use  of  NCHS  as  appropriate  denomina- 
tors and  published  by  NCHS  in  one  or  another  of  the  Vital  and 
Health  Statistics  Series  or  supplied  by  NCHS  for  use  in  this  study 
An  exception  is  the  estimate  of  the  1972  institutional  population 

which  was  provided  directly  to  Westat  by  the  Bureau  for  use  in 

•-  •,-■. 

this  study. 


*~ 


■ 


000. 
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Average  1970-73  Civilian  Non-institutional  Population 
of  the  United  States  (in  Thousands)  1/ 

(For  use  with  incidence  table) 


Age 


Both  sexes 


Males 


Females 


All  Ages 

0-4  yrs. 

5-14  yrs 

15-24  yrs 

25-44  yrs 

45-64  yrs 

65+  yrs. 


203,034 
17,486 
39,970 
35,738 
48,254 
41,957 
19,630 


97,886 
8,931 
20,339 
17,215 
23,238 
19,922 
8,242 


105,148 
8,555 
19,631 
18,523 
25,016 
22,035 
11,388 


1/   Based  for  the  most  part  on  figures  published  in  the  Health 
and  Vital  Statistics  Reports  except  that  the  institutional 
population  data  were  estimated  for  this  study  by  the  Bureau 
of  the  Census. 
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Estimates  of  the  Civilian  Non-institutional  Popula- 
tion of  the  United  States  by  Age.  Color  and  Sex  (in 
Thousands)  as  of  November  1,  1973 

(For  use  with  ambulatory  care  tables) 


Characteristics  Distribution  Population 

Sex  Male  99,546 

106,877 

Race  White  180,222 

26,201 


Male 

Female 

White 

All  Other 

Under 

15  Years 

15-24 

Years 

25-44 

Years 

45-64 

Years 

65+  Years 

Age  Under  15  Years  55,347 

37,643 
50,407 
42,631 
20,395 

1/  Based  for  the  most  part  on  figures  published  in  the  Health 
and  Vital  Statistics  Reports  except  that  the  institutional 
population  data  were  estimated  for  this  study  by  the  Bureau 
of  the  Census. 
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Civilian  Non-institutional  Population  by  Acre  an 
Sex  (in  Thousands ): United  States,  July  1. 
(For  use  with  hospitalization  tables) 


—  ~ 


Both  Sexes 


Males 


Females 


All  ages 


204,229 


98,511 


105,718 


Under  15  years 
15-44  years 
45-64  years 
65+  years 


56,609 
85,445 
42,248 
19,927 


28,844 

41,313 

20,054 

8,300 


27,714 
44,133 
22,194 
11,627 


1/   From  Health  and  Vital  Statistics,  Series  13,  No.  19, 
Table  II. 


G-5 


f) 


00032* 


APPENDIX  H 
LOG  OF  SOURCES  CONTACTED 
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American  Druggist  Magazine 

Mr.  Rubin  Feirman,  Statistician 

New  York ,  New  York 

Mr.  Feirman  was  contacted  for  statistical  data  on  the  volume 
of  retail  prescription  and  non-prescription  drugs  sold  in  the 
U.S.  for  the  purpose  of  eye  care,  for  the  most  recent  year 
available.   We  were  referred  to  him  by  the  National  Pharma- 
ceutical Council,  Inc.,  as  a  possible  data  source. 

Mr.  Feirman  had  no  statistics  available  on  the  subject  and 
referred  us  to  IMS   America,  LTD.,  Ambler,  Pennsylvania. 


American  Foundation  for  the  Blind,  Inc. 
Mr.  L.  Eugene  Apple,  Executive  Director 
New  York,  New  York 

On  March  4,  19  75,  two  members  of  Westat  staff  met  with  Mr. 
Apple  and  several  members  of  his  staff  (Dr.  Milton  Graham, 
Mr.  William  Gallagher,  Mr.  Robert  L.  Robins,  and  Ms.  Dorothy 
Denby) .   The  meeting  was  held  to  discuss  sources  and  methods 
by  which  statistical  data  could  be  obtained  on  the  incidence , 
prevalence,  and  cost  of  blindness  and  severe  visual  disorders. 

Many  sources  for  data  were  obtained  as  a  result  of  our  discus- 
sion, primarily  in  the  areas  of  cost  of  blindness,  numbers 
of  optometric  service,  state  surveys  on  blindness  prevalence, 
and  agencies  which  produce  a  variety  of  blindness-related 
data.   Westat  staff  pursued  the  most  relevant  of  these  sources 
for  data. 


Blue  Cross/Blue  Shield  of  Maryland 

Health  Data  Service 

Ms.  Marsha  Silvers,  Register  Record  Administrator 

Baltimore,  Maryland 

On  April  15,  1975,  Ms.  Silvers  was  sent  Questionnaire  D  with 
a  request  for  its  completion  and  a  brief  explanation  of  the 
study.   On  April  23,  Ms.  Silvers  responded  with  a  completed 
questionnaire.   Due  to  limitation  on  the  data  available,  in- 
cluding an  inability  to  determine  an  accurate  population  base, 
no  data  were  requested  from  Ms.  Silvers. 
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Blue  Cross/Blue  Shield  of  Maryland 
Mr.  Martin  Blair,  Assistant  Manager, 

Program  Research  and  Development 
Towson,  Maryland 

On  June  9,  1975,  Mr.  Blair  was  sent  Questionnaire  B  as  well 
as  an  additional  request  for  data  on  the  average  cost  of 
charges  for  services  rendered  by  primary  care  physicians, 
ophthalmologists  and  optometrists  regarding  surgical  opera- 
tions on  the  eye,  general  in-patient  care,  and  out-patient 
services.   In  receiving  the  returned  questionnaire,  we  deter- 
mined that  the  most  useful  data  which  could  be  provided 
would  be  figures  on  the  average  charges  for  performing  cer- 
tain common  operations  on  the  eye. 

A  table  shell  was  prepared  requesting  the  number  and  rate  of 
specific  eye  operations  for  which  payment  was  made,  by  age 
and  sex  breakdowns ,  and  the  aggregate  dollars  paid  by  type 
of  operation,  for  the  most  recent  year  available. 

In  response  to  our  request  for  completion  of  the  table  shell, 
Mr.  Blair  provided  current  information  on  the  number  of  cases 
reported  and  average  charges  for  nine  surgical  procedures, 
although  age  and  sex  were  not  differentiated.   The  ambulatory 
care  data  were  found  to  be  unavailable , primarily  because  the 
data  are  not  routinely  coded  by  diagnosis. 


Blue  Cross/Blue  Shield  of 

Massachusetts 
Mr.  Earnest  J.  Lampron ,  Director 

of  Actuarial  Statistics  Services 
3oston,  Massachusetts 

On  January  29,  1975,  Westat  staff  visited  Mr.  Lampron  in 
order  to  administer  a  pretest  questionnaire  (D)  on  each  of 
two  data  collection  systems  sponsored  by  Massachusetts  Blue 
Cross/Blue  Shield:   Medex ,  for  subscribers  aged  sixty-five 
and  over  and/or  disabled;  and  Blue  Cross/Blue  Shield  data 
collection  for  the  total  Massachusetts  population  subscribing 
to  the  plan. 

Information  provided  regarding  the  Medex  search  indicated 
coverage  of  partial  data  on  episodes  of  short  term  hospital 
and  extended  care  and/or  medical  services:   data  by  age 
could  not  always  be  supplied,  cost  statistics  covered  only 
the  charges  over  those  paid  by  Medicare,  and  ICDA  codes  were 
limited  to  three  digits,  thus  limiting  the  level  of  detail. 


j  ,3  U 
H-2 


The  data  collection  system  for  the  total  Blue  Cross/Blue 
Shield  subscriber  .population  in  Massachusetts  was  also 
limited  in  its  ability  to  provide  age  breakdowns.   Mr. 
Lampron  indicated  up  to  a  six  month  waiting  period  neces- 
sary to  produce  the  requested  data,  with  the  possibility 
of  additional  time  spent  in  a  Blue  Cross  committee  review 

For  reasons  indicated  above,  it  was  decided  not  to  pursue 
our  request  for  data. 


Blue  Cross/Blue  Shield  of  Michigan 
Metro  Health  Plan 
Robert  H.  Reveley, 

Executive  Director 
Alternative  Health  Care  Systems 
Detroit,  Michigan 

On  April  14,  1975,  a  copy  of  Questionnaire  B  was  mailed  to 
Mr.  Reveley  along  with  a  request  for  its  completion  and  a 
brief  background  explanation  of  the  study.   On  April  28,  we 
received  a  reply  from  Mr.  Reveley  which  stated  that  the  Metro 
Health  Plan  maintained  no  data  collection  system  or  retrieval 
process  which  could  provide  information  on  the  specific 
nature  of  treatment  for  medical  disorders.   Consequently, 
no  data  could  be  compiled  for  our  purposes. 


Blue  Cross  of  Florida,  Inc. 
Health  Data  System 
Utilization  Review  Department 
Dale  Douberly,  Manager 
Jacksonville,  Florida 


Mr.  Douberly  was  sent  a  copy  of  Questionnaire  D  on  April  14, 
19  75,  with  a  request  for  its  completion  and  a  brief  back- 
ground on  the  visual  disorders  project.   No  response  was 
received  from  our  original  inquiry  and  a  follow-up  letter 
requesting  completion  of  the  questionnaire  was  mailed  on 
May  14.   When  again  no  response  was  received  from  Mr. 
Douberly,  the  data  request  was  not  pursued. 
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Blue  Cross  of  Northeast  Ohio 
QUEST:   Quality,  Utilization  and 

Effectiveness,  Statistically 

Tabulated 
Mr.  John  R.  Mannix,  Vice  President 
Research  and  Planning 
Cleveland,  Ohio 

A  copy  of  Questionnaire  D  was  sent  to  Mr.  Mannix  on  April  14, 
1975,  and  when  no  response  was  received,  a  follow-up  letter 
requesting  completion  of  the  form  was  mailed  on  May  14,  1975. 
On  June  30,  a  reply  was  received  from  Mr.  James  Kretzschman, 
for  Mr.  Mannix,  including  the  completed  questionnaire  and  a 
copy  of  the  coding  sheet  used  to  collect  patient  information 
for  use  in  the  system. 

Since  the  sample  was  limited  in  size  and  geographical  location 
and  since  other  sources  provided  data  more  adaptable  to  national 
estimates ,  we  decided  not  to  pursue  the  request  for  additional 
information. 


Blue  Cross  of  Wisconsin 
Health  Service  Data 
Mr.  Kenneth  Melkus ,  Director 
Milwaukee,  Wisconsin 


On  April  14,  1975,  a  copy  of  Questionnaire  D  was  mailed  to 
Health  Service  Data  in  care  of  Dr.  Sidney  Shindell,  believed 
to  be  current  Director.   On  May  20,  Dr.  Shindell  informed  us 
that  he  had  been  succeeded  as  Director  by  Mr.  Melkus  two 
years  ago  and  that  HSD  had  ceased  operations  in  1974.   The 
HSD  program  currently  functions  only  in  one  Milwaukee  hos- 
pital.  Consequently,  no  further  inquiry  into  obtaining  data 
was  made. 
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California  Agriculture  and  Services  Agency 
Department  of  Industrial  Relations 
Division  of  Labor  Statistics  and  Research 
Ms.  Margaret  R.  0' Grady,  Chief 
San  Francisco,  California 

On  April  28,  1975,  we  received  Ms.  0' Grady's  completed  Ques- 
tionnaire B,  mailed  to  her  on  April  14.   Data  regarding  the 
population  represented  (employees  covered  by  the  California 
Workers'  Compensation  Act)  were  not  available  by  diagnostic 
breakdown  or  demographic  breakdown  and  were  coded  by  a 
special  coding  procedure  (a  copy  of  which  was  included  with 
the  questionnaire) .   It  was  decided  not  to  pursue  our  request 
for  specific  data  from  the  agency. 


California  Department  of  Health 
Center  for  Health  Statistics 
Mr.  John  Keith 
Sacramento,  California 

On  June  9,  1975,  Mr.  Keith  was  contacted  by  phone  in  order 
to  determine  several  points  of  information: 

1)  Could  the  Center  provide  data  on  the  number  and  costs 
of  ambulatory  care  physician  encounters  related  to  eye 
disorders  for  the  Medicaid  population  of  California? 

2)  Could  the  Center  provide  us  with  a  diagnostic  break- 
down of  eye  operations  for  the  same  population  in  terms 
of  numbers  and  costs? 

On  June  12 ,  a  follow-up  letter  of  confirmation  regarding  this 
request  was  sent.   Table  shells  reflecting  the  needs  of  this 
request  were  attached.   After  a  brief  interim,  Mr.  Keith 
indicated  that  the  data  that  we  had  requested  could  be  pro- 
vided with  a  few  minor  changes  in  the  initial  table  shells. 
Different  age  groupings  and  a  diagnostic  breakdown  concurrent 
with  the  1969  edition  of  the  California  Relative  Value  Scale 
were  to  be  used.   In  addition,  Mr.  Keith  stated  that  their 
system  was  unable  to  separate  first  visits  to  physicians 
from  the  total  number  of  visits.   Adjustments  were  made  in 
our  request  and  an  estimate  of  the  cost  of  the  needed  data 
was  awaited. 
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On  August  1,  we  were  informed  that  the  cost  of  our  request 
would  be  $11,500.00.   After  further  investigation,  it  was 
determined  that  even  data  on  a  sample  of  the  population  could 
not  be  obtained  for  less  than  $4,000.00.   Since  both  amounts 
exceeded  the  funds  available  for  this  purpose  in  our  contract, 
the  request  was  cancelled. 


California  Health  Data  Corporation 
George  D.  Tipp,  Jr.,  Director 
Marketing  and  Customer  Relations 
Sacramento,  California 

On  April  14,  1975,  a  copy  of  Questionnaire  D  was  mailed  to 
Mr.  Tipp  and  returned  as  "undeliverable"  on  April  21.   An 
address  correction  was  obtained,  the  questionnaire  was  mailed 
again,  and  a  response  received  on  May  26.   While  information 
was  provided  on  the  completed  questionnaire  which  indicated 
the  availability  of  useful  data,  it  was  decided  that  more 
complete  statistical  data  could  be  obtained  from  a  larger 
hospital  discharge  abstracting  system.   Therefore,  the  re- 
quest for  data  was  not  pursued. 


Civilian  Health  and  Medical  Program 

of  the  Uniformed  Services  (CHAMPUS) 
Mr.  Warren  Shaw,  Statistical  Division 
Denver,  Colorado 

On  April  14,  1975,  Mr.  Shaw  was  sent  a  copy  of  Questionnaire 
B  for  completion,  along  with  an  explanation  of  the  project. 
When  no  response  was  received  by  May  14 ,  another  letter  was 
sent  reminding  Mr.  Shaw  of  our  request  for  completion  of  the 
questionnaire.   No  response  was  made  to  the  second  request 
and  no  further  contact  was  made. 


Drug  Chain  Magazine 
Research  Department 
New  York ,  New  York 


Drug  Chain  Magazine's  Research  Department  was  contacted  by 
telephone  for  available  information  on  cost  and  volume  of 
sales-  for  prescription  and  non-prescription  ophthalmic  drugs 
sold  on  a  national  level  for  the  most  recent  year  in  which 
data  were  collected. 
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No  data  was  available  on  the  subject  of  ophthalmic  drugs, 
although  Drug  Chain  was  recommended  to  us  as  a  data  source 
by  the  National  Association  of  Chain  Drug  Stores.. 


General  Electric  Company 
MEDINET  Application  Operation 
J.  N.  Carro,  Information  Services 
Rockville,  Maryland 

On  April  28,  19  75,  Mr.  Carro  responded  to  our  Questionnaire 
D,  mailed  to  him  on  April  14.   He  indicated  that,  at  present, 
the  MEDINET  system  does  not  offer  a  data  collection  system 
which  would  furnish  the  type  of  data  which  we  requested. 
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Hyman  Goldstein,  Ph.D. 

Research  Statistician 

Maternal  and  Child  Health  Program 

University  of  California 

Berkeley,  California 

On  June  19,  1975,  Dr.  Goldstein  was  contacted  by  telephone 
for  a  general  discussion  of  the  available  statistical  data 
related  to  blindness  and  was  requested  to  forward  to  us 
several  pertinent  papers  or  reports  which  he  has  authored  on 
the  subject  of  blindness  incidence  and  prevalence,  of  which 
we  had  not  previously  heard.   It  was  learned  that  Dr. 
Goldstein  has  continued  to  study  and  write  on  the  subject 
of  blindness  statistics  since  he  left  the  National  Institutes  of 
Health. 

Dr.  Goldstein  was  extremely  helpful  in  sending  copies  of 
three  papers  which  provided  discussions  of  statistics  on 
blindness  statistics  in  the  U.S.  and  which  correlate  some 
of  the  most  recent  data  from  the  MRA  system.   Titles  of 
the  papers  authored  by  Dr.  Goldstein  and  sent  to  us  are: 

1)  "Incidence,  Prevalence  and  Causes  of  Blindness," 
reprinted  from  Public  Health  Review,  Vol.  Ill,  No.  1, 
pps.  5-37,  1974. 

2)  "Incidence,  Prevalence  and  Causes  of  Blindness  in 
Selected  Countries,"  reprinted  from  Public  Health 
Review,  Vol.  I,  pps.  41-69,  1972. 
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3)   "The  Social  Demography  of  Vision  Impairment  in  the  United 
States"  (with  Dr.  Eric  Josephson) ,  reprinted  from  Public 
Health  Review,  Vol.  IV,  No.  1,  pps .  5-38,  January  -  March, 


1975. 


Group  Health  Association 
Louis  J.  Segadelli, 
Executive  Director 
Washington,  D.C. 


On  April  14,  197  5,  a  copy  of  Questionnaire  B,  with  a  request 
for  its  completion  and  a  brief  background  of  the  study,  was 
mailed  to  Mr.  Segadelli.   When  no  response  was  received,  a 
follow-up  letter  requesting  the  completion  of  the  question- 
naire was  mailed  on  May  14.   The  second  request  for  informa- 
tion was  not  answered  and  no  further  attempt  was  made  to 
contact  the  data  source. 


Group  Health  Cooperative  of  Puget  Sound 
Richard  Handschin.  M.D.,  Director 
Seattle,  Washington 

On  April  14,  1975,  a  copy  of  Questionnaire  B  was  mailed  to 
Dr.  Handschin  with  a  request  for  its  completion  and  a  brief 
background  statement  on  the  project.   The  completed  question- 
naire was  returned  to  us  on  May  5,  1975. 

While  it  was  determined  that  useful  data  could  possibly  be 
provided  from  the  data  collection  system,  it  was  decided 
that  more  accurate  estimates  on  national  statistics  could 
be  made  from  other  sources.   Therefore,  our  request  for  data 
was  not  pursued. 


Group  Health  Plan,  Inc. 

Maurice  J.  McKay,  General  Manager 

Saint  Paul,  Minnesota 

On  April  14,  1975,  a  copy  of  Questionnaire  B  was  mailed  to  Mr. 
McKay,  who  responded  by  mail  on  April  18.   He  indicated  that 
the  Group  Health  Plan  does  not  maintain  a  medical  data  collection 
system  so  that  our  questionnaire  could  not  be  completed. 
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Harvard  Community  Health  Plan 
Joseph  L.  Dorsey,  M.D. 
Medical  Director 
Boston,  Massachusetts 

On  April  28,  1975,  Dr.  Dorsey  returned  a  completed  Question- 
naire B  mailed  to  him  on  April  14.   His  accompanying  letter 
indicated  that,  while  data  meeting  our  needs  were  possible 
through  the  Health  Plan's  Medical  Information  System,  the 
release  of  that  data  to  an  agency  outside  the  Harvard  Commu- 
nity Health  Plan  was  a  matter  of  negotiation  based  on  factors 
not  addressed  in  Dr.  Dorsey 's  reply. 

It  was  decided  not  to  pursue  this  agency  as  a  data  source 
since  national  estimates  could  more  effectively  by  made 
from  other  agencies. 


Health  Insurance  Association  of  America  (HIAA) 

Mr.  David  Robbins 

Vice  President  and  Controller 

New  York ,  New  York 

By  telephone,  contact  was  made  with  Mr.  David  Robbins,  Vice 
President  and  Controller  of  HIAA.   It  had  been  learned  that 
this  organization  collects  data  on  charges  for  specific 
medical  services,  particularly  operations,  which  are  used 
by  member  insurance  companies  to  ascertain  what  claims  might 
be  reasonable.   Ir.  Robbins  indicated  that  our  information 
was  correct.   However,  the  Association  collects  the  data 
as  a  service  to  its  members  and  makes  the  statistics  available 
to  others  only  on  a  subscriber  basis.   It  was  decided  to 
forego  the  use  of  this  source  of  data  on  the  charges  for 
eye  operations  because  similar  information  could  be  obtained 
at  less  cost  elsewhere. 


Health  Insurance  Plan  of  Greater  New  York 
Dr.  Raymond  Fink,  Vice  President 

and  Director  of  Research 
New  York,  New  York 

On  April  14,  1975,  a  copy  of  Questionnaire  B  was  mailed  to  Dr 
Fink  and,  when  no  response  was  received,  a  follow-up  letter 
requesting  the  completion  of  the  questionnaire  was  mailed 
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on  May  14.   Dr.  Fink  indicated,  both  on  the  questionnaire  and 
in  a  follow-up  telephone  conversation  on  June  5,  that  infor- 
mation was  no  longer  routinely  coded  by  diagnosis  and  con- 
siderable expense  would  be  incurred  in  developing  diagnostic 
and  treatment  codes  and  processing  the  information.   Since 
this  was  the  case,  no  further  request  for  data  was  made. 


Hospital  Utilization  Project  (HUP) 
William  A.  O'Neil,  Associate  Director 

for  Systems  and  Research 
Pittsburgh,  Pennsylvania 

Questionnaire  D  was  mailed  on  April  14,  1975,  and  returned 
for  address  correction  on  April  22.   The  questionnaire  was 
remailed  and,  when  no  response  was  received  by  May  16,  a 
follow-up  letter  was  sent  to  Mr.  O'Neil  requesting  completion 
of  the  questionnaire.   On  May  28,  Mr.  O'Neil  telephoned  to 
indicate  that  he  had  lost  the  original  questionnaire  and 
another  was  mailed  to  him  immediately.   The  completed  form 
was  received  on  June  9,  1975. 

Due  to  the  delay  in  receiving  initial  information  from  the  HUP 
system,  and  to  the  difficulty  involved  in  making  national 
projections  from  the  data  on  hospitals  involved  in  the  sample, 
it  was  decided  that  no  further  request  for  information  would 
be  made. 


IMS  America,  LTD. 
National  Disease  and 

Therapeutic  Index  (NDTI) 
Mr.  Larry  Levin,  Director 
Ambler,  Pennsylvania 


Visual  Disorders  staff  visited  IMS  headquarters  on  April  2, 
1975,  and  in  the  absence  of  Mr.  Levin,  met  with  Mr.  Sheldon 
Silverberg,  Manager,  International  Client  Service. 
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One  of  the  topics  discussed  at  the  meeting  was  the  possi- 
bility of  obtaining  national  data  on  the  numbers  of  visits 
to  physicians,  both  general  practioners  and  ophthalmologists, 
by  persons  with  visual  disorders  or  for  preventive  care. 
Such  estimates  are  available  by  demographic  breakdown  of 
the  population  from  the  National  Disease  and  Therapeutic 
Index  maintained  by  IMS . 

Since  the  actual  request  for  IMS  data  could  only  be  made  by 
an  IMS  subscriber,  it  was  arranged  by  the  National  Institutes 
of  Health,  through  Dr.  Herbert  Woolley,  that  data  be  ordered. 
Specifically,  computer  printouts  were  requested  on  the  annual 
average  number  of  visits  and  first  visits  to  "all  physicians" 
and  "Ophthalmologists  only"  by  patient  age  and  sex  and  by 
diagnosis  (according  to  an  NDTI  diagnostic  code  list  pro- 
vided by  IMS)  for  a  five-year  period,  1970-74.   Charges  for 
this  data  were  quoted  at  $843.00  and  delivery  was  estimated 
to  be  July  1,  1975. 

After  a  slight  delay  due  to  computer  difficulties,  the  re- 
quested data  arrived  as  ordered. 


IMS  America,  LTD. 

National  Prescription  Audit  (NPA) 
Mr.  Sheldon  Silverberg,  Manager 
Internal  onal  Client  Service 
Ambler,  Pennsylvania 

On  April  2,  1975,  Westat  staff  visited  IMS  headquarters  and 
met  with  Mr.  Silverberg.   One  of  the  data  requests  discussed 
with  Mr.  Silverberg  was  for  statistics  on  the  volume  and  costs 
of  ophthalmic  drugs  sold  and  dispersed  on  a  national  basis. 
This  data  is  collected  by  IMS  in  the  National  Prescription 
Audit.   It  was  discovered  that  at  a  cost  of  approximately 
$3,000.00,  Westat  could  obtain  an  estimate,  based  on  a 
national  sample,  of  the  current  volume  and  cost  of  specific 
over  the  counter  and  prescription  (both  new  and  refilled) 
drugs  sold  in  retail  pharmacies.   The  time  frame  for  process- 
ing this  data  was  estimated  at  one  month. 

Charges  for  National  Prescription  Audit  estimates  were  con- 
sidered more  than  the  budget  would  allow  and  consequently, 
the  data  were  not  ordered. 
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Internal  Revenue  Service 

Office  of  Tax  Analysis 

Mr.  John  J.  Wilkins,  Acting  Assistant 

Director,  Revenue  Estimating  Staff 
Washington,  D.C. 

On  May  14,  19  75,  Mr.  Wilkins  was  contacted  by  telephone  for  a 
dollar  figure  representing  tax  exemptions  for  the  blind  as 
of  19  74.   An  estimate  of  that  figure  was  provided,  computed 
on  the  basis  of  1971  data  and  projected  to  a  1974  estimate. 


Kaiser  Foundation  Health  Plans 
Public  Affairs  Department 
Mr.  Richard  Edwards 
Data  Request  Coordinator 
Oakland,  California 

On  April  14,  1975,  five  Kaiser  Foundation  Health  Plans  (located 
in  Oakland,  California;  Los  Angeles,  California;  Honolulu, 
Hawaii;  Denver,  Colorado;  and  Portland,  Oregon)  were  sent 
copies  of  Questionnaire  B  in  order  to  investigate  the  avail- 
ability of  prevalence  data  on  eye  disorders  from  one  of  the 
nation's  largest  health  care  insurance  plans.   On  May  29, 
we  were  contacted  by  telephone  by  Mr.  Richard  Edwards  of  the 
Public  Affairs  Department,  Kaiser  Foundation  in  Oakland, 
California,  and  told  that  all  requests  would  be  coordinated 
by  his  office.   At  this  time  he  stated  that  only  three  regions 
had  useful  statistical  data  available  for  our  purposes  (Los 
Angeles  -  Southern  California  Region;  Oakland  -  Northern 
California  Region;  and  Portland,  Oregon).   Table  shells  were 
sent  to  each  of  the  three  plans  requesting  statistical  infor- 
mation in  the  following  categories:   estimated  average  number 
and  rate  per  year  of  discharges  from  short-term  hospitals 
(based  on  first  diagnosis)  for  visual  disorders  and  blindness 
by  ICDA  code,  age,  race,  and  sex;  estimated  average  number 
and  rate  per  year  of  specific  surgical  operations  on  the  eye 
by  ICDA  code,  age,  race,  and  sex;  and  estimated  average 
number  and  rate  per  year  of  days  spent  in  short-term  hospitals 
for  visual  disorders  and  blindness  as  first  diagnosed  by  ICDA 
code,  age,  race  and  sex. 

On  July  7,  1975,  after  several  conversations  with  the  staff 
of  the  Public  Affairs  Department  on  arranging  for  the  data 
requested,  we  were  notified  that  Kaiser  policy  prevented  any 
data  from  being  released  to  a  private  contractor.   Following 
considerable  discussion  by  telephone  and  letter,  we  succeeded 
in  making  clear  the  nature  of  the  study  and  were  permitted 
to  continue  negotiations  for  the  desired  data. 
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On  August  11,  data  from  the  Portland  Region  arrived,  although 
no  breakdowns  for  race  could  be  furnished  and  ICDA  codes  were 
grouped  instead  of  recorded  separately,  as  requested.   No 
charge  was  made  for  Portland's  data.   Data  from  the  Southern 
California  Region  was  received  on  September  2 ,  at  a  cost  of 
$300.00.   Southern  California  Region  data  were  not  broken  down 
by  race,  since  this  item  was  not  available. 

After  determining  that  the  Northern  California  Region,  for 
a  charge  of  $600.00,  could  supply  only  a  computerized  index 
of  the  cases,  thereby  requiring  additional  time  and  expense 
of  tabulations  by  Westat  staff,  the  order  for  that  segment 
of  data  was  cancelled. 


Kansas  Department  of  Social  Welfare 
Division  of  Services  for  the  Blind 
Mr.  Harry  E.  Hayes,  Director 
Topeka,  Kansas 

On  April  14,  1975,  Mr.  Hayes  was  mailed  Questionnaire  B.   Upon 
completion  of  the  questionnaire,  he  was  asked  to  provide  cur- 
rent statistical  data  on  the  number  of  registrants  by  age, 
sex,  and  race;  and  the  prevalence  of  specific  eye  disorders 
by  site,  type,  and  etiology  of  affection  (as  coded  by  the 
National  Society  for  the  Prevention  of  Blindness1  Standard 
Classification  of  Causes  of  Severe  Vision  Impairments  and 
Blindness,  1966  revision). 

After  extensive  delays  due  to  programmer  overloads  and  process- 
ing difficulties,  the  data  were  received  on  Auqust  26,  1975,  at 
no  charge. 


The  Library  of  Congress 
Division  for  the  Blind  and 

Physically  Handicapped 
Reference  Section 
Ms.  Hylda  Kamisar,  Head 
Washington,  D.C. 


On  March  15,  1975,  Westat  staff  contacted  Ms.  Kamisar  for  a 
figure  on  the  number  of  services  offered  to  the  blind  and 
physically  handicapped,  and  the  cost  of  such  services. 
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On  March  27,  1975,.Westat  received  a  listing  of  budget  expendi- 
tures for  fiscal  year  1974,  for  the  Division  of  the  Blind 
and  Physically  Handicapped,  by  type  of  expenditure.   Data  were 
not  broken  down  for  the  blind  only.   Also  received  was  a  list- 
ing by  state  of  "Regional  Libraries  for  the  Blind  and  Physi- 
cally Handicapped  -  Reader  Use."   Itemizations  of  the  use  of 
talking  books  and  Braille  reading  material  during  1973-74  was 
provided,  as  well  as  the  number  of  total  readers  served, 
although  data  were  not  broken  down  for  the  blind  onlv. 


Massachusetts  Commission  for  the  Blind 
Mr.  John  F.  Mungovan ,  Commissioner 
Boston,  Massachusetts 

Commissioner  Mungovan  was  visited  by  We s tat  staff  on  January  28, 
1975,  and  completed  Questionnaire  C  as  part  of  a  series  of  pre- 
test interviews  conducted  by  in-person  visits  to  various  data 
collection  agencies. 

Although  according  to  the  completed  questionnaire  there  is  a 
very  high  percentage  of  completeness  of  the  register  (95%) , 
indicating  a  thorough  representation  of  the  state's  blind 
on  the  register,  the  system  is  not  computerized.   Therefore, 
a  record  search  for  useful  data  would  have  required  hiring 
additional  personnel  to  abstract  the  needed  statistical  data 
from  thr  Commission.   Since  this  would  entail  considerable 
expense  and  additional  time,  it  was  decided  not  to  request 
data  from  this  source. 


Massachusetts  Eye  and  Ear  Infirmary 
Dr.  Claes  Dohlman, 
Chief  of  Ophthalmology 
Boston,  Massachusetts 

On  March  24,  1975,  Dr.  Dohlman  was  sent  a  letter  requesting 
data  on  the  annual  number  of  inpatients  and  outpatients 
treated  at  the  Massachusetts  Eye  and  Ear  Infirmary,  the 
annual  number  of  surgical  operations  performed  on  the  eye, 
and  the  average  dollar  costs  of  these  operations.   In  all 
cases,  it  was  requested  that  the  data  be  broken  down  by 
age,  sex,  and  diagnostic  category. 
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Correspondence  with  Dr.  Dohlman  indicated  difficulty  in 
obtaining  the  requested  data;  however,  our  letter  was 
referred  to  the  Office  of  the  Hospital  Director.   Since 
no  information  had  been  received  by  June  18,  19  75,  Westat 
staff  contacted  the  Director's  office  by  telephone.   At 
that  time,  it  was  discovered  that  no  information  had  been 
prepared. 

Upon  further  consideration  of  the  difficulties  involved  in 
using  statistics  relating  to  an  unknown  population  base,  we 
decided  to  withdraw  our  request  for  data. 


Missouri  State  Center  for 

Health  Statistics 
Missouri  Hospital  Discharge 

Data  System 
Mr.  Wayne  Miller 
Jefferson  City,  Missouri 


On  April  14,  1975,  Mr.  Miller  was  mailed  a  copy  of  Question- 
naire D  with  a  request  for  its  completion  and  a  statement  on 
the  background  of  the  study.   On  April  28,  we  received  the 
completed  questionnaire  with  a  copy  of  the  form  used  to 
collect  patient  information  and  a  copy  of  the  "Uniform 
Hospital  Abstract:   Minimum  Basic  Data  Set,"  which  is  a 
source  document  for  the  data  collection  system. 

After  careful  review,  it  was  decided  that  data  more  indica- 
tive of  national  estimates  could  best  be  found  in  other 
sources,  and  no  further  requests  were  made. 


Ms.  Helen  Moorhead 

Medical  Records  Administrator 

Office  of  Biometry  and  Epidemiology 

National  Eye  Institute 

National  Institute  of  Health 

Bethesda,  Maryland 

Ms.  Moorhead  was  visited  by  Westat  staff  on  March  19,  1975, 
in  order  to  discuss  the  collection  and  manipulation  of  data 
from  the  Model  Reporting  Areas  which  she  helped  coordinate 
in  the  1960's.   Ms.  Moorhead  provided  a  helpful  explanation 
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of  the  MRS  system  of  compiling  prevalence  statistics  on  blind- 
ness from  member  state  blindness  registers  and  made  herself 
generally  available  throughout  the  project  for  questions 
relating  to  the  now  terminated  Model  Reporting  Area  for 
Blindness  Statistics. 


National  Academy  of  Sciences 

Institute  of  Medicine 

Ruth  S.  Hanft,  Study  Director 

Washington,  D.C. 

Westat  contacted  Ruth  Hanft,  Study  Director  at  the  Institute 
of  Medicine,  for  information  on  the  cost  of  specific  eye 
operations.   In  response  to  this  inquiry  a  letter  was 
received  from  the  Institute  of  Medicine  stating  that  they 
would  be  able  to  provide  us  with  information  on  the  fees 
paid  for  certain  eye  operations ,  as  reflected  in  the  Medi- 
care data.   Unfortunately,  time  constraints  on  this  project 
were  such  that  our  data  request  could  not  be  processed  until 
late  January  1976.   After  careful  consideration  and  discussion 

with  the  National  Eye  Institute,  a  decision  was  made  to 
request  the  Institute  of  Medicine  to  provide  us  with  the 
data  with  the  idea  that  this  information  would  be  submitted 
to  NEI  after  submission  of  the  final  report. 


National  Accreditation  Council  for 

Agencie.'  Serving  the  Blind  and 

Visually  Handicapped 
Miss  Anne  L.  New 

Consultant  on  Community  Relations 
New  York ,  New  York 

A  meeting  was  held  with  Miss  New  and  two  members  of  the  Westat 
staff  for  the  purpose  of  obtaining  a  listing  of  accredited 
schools  and  agencies  serving  the  blind  and  visually  handi- 
capped, the  number  of  persons  served,  and  cost  data  for  those 
services  offered. 

Miss  New  provided  us  with  dollar  figures  for  1974,  on  the 
combined  operating  budgets  of  accredited  schools  and  agencies 
serving  the  blind  and  visually  handicapped,  and  a  total  dollar 
figure  for  operating  budgets  of  agencies  still  unaccredited. 
An  estimate  was  also  given  for  the  cost  of  services. 
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Miss  New  pointed  out  those  costs  which  were  not  included  in 
NAC  figures,  such  as  the  majority  of  training  for  workers 
with  the  blind.   She  also  discussed  the  hazards  involved  in 
duplicating  cost  figures  for  services  to  the  blind,  ^hich 
often  consist  of  payments  by  state  and  federal  agencies  and 
can  result  in  counting  federal  dollars  twice. 


National  Association  of 

Blue  Shield  Plans 
Actuarial  Services 
Mr.  Jack  H.  Esterkin,  Director 
Chicago,  Illinois 

In  mid-February,  1975,  a  written  request  was  made  to  Mr. 
Esterkin  for  national  data  on  average  costs  of  surgical  cases 
involving  the  eye  covered  under  the  Blue  Shield  Plans. 

On  March  5,  we  were  informed  that  no  national  data  were 
available  on  the  cost  of  surgical  eye  operations  due  to 
the  substantial  variation  in  charges  throughout  the  country. 
Mr.  Esterkin  stated  that  in  order  to  obtain  national  esti- 
mates of  costs  for  surgical  operations  on  the  eye,  a  "massive 
study"  would  be  necessary.   No  such  study  had  been  conducted 
although . cost  studies  of  specific  surgical  procedures — not 
including  ophthalmological  operations — have  been  done  in  the 
past. 

We  also  requested  data  on  the  number  and  costs  of  first 
visits  to  ophthalmologists  covered  under  the.  Blue  Shield 
Plans.   Mr.  Esterkin  indicated  that  no  such  data  had  been 
collected,  since  office  visits  are  not  covered  by  the 
majority  of  Blue  Shield  programs. 


National  Pharmaceutical 

Council,  Inc. 
Washington,  D.C. 


Contact  was  made  by  phone  with  a  representative  of  the  Council 
to  obtain  statistical  information  on  the  cost  and  volume  of 
prescription  and  non-prescription  ophthalmic  drugs  sold  per 
year  in  the  United  States. 
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No  statistical  data  were  available  on  ophthalmic  drugs.   It 
was  suggested  that  we  contact  the  American  Druggist  Magazine 
as  a  oossible  data  source. 


National  Society  for  the 

Prevention  of  Blindness 
Mrs.  Elizabeth  Hatfield,  Statistician 
New  York,  New  York 

On  March  4,  1975,  a  meeting  was  held  with  Mrs.  Hatfield  and 
two  members  of  We s tat  staff.   Mrs.  Hatfield  provided  infor- 
mation on  several  facets  of  statistical  data  on  blindness 
and  discussed  at  length  her  methodology  for  several  of  the 
surveys  which  have  distinguished  her  as  an  authority  on  the 
subject  of  blindness  statistics. 

Also  discussed  were  the  data  available  from  state  blindness 
registers  and  the  drawbacks  involved  in  its  use.   Mrs.  Hatfield 
provided  us  with  a  copy  of  "Estimates  of  Blindness"  and  several 
other  documents  which  she  authored,  including  "Blindness  in 
Infants  and  Young  Children."   Many  references  to  reports  and 
publications  dealing  with  blindness  statistics  were  also  pro- 
vided.  These  references  were  investigated  by  Westat  staff 
in  the  ensuing  months  of  data  collection. 


New  Jersey  State  Commission 

for  the  Blind 
Mr.  Joseph  Kohn 
Executive  Director 
Newark,  New  Jersey 


On  April  14,  1975,  a  copy  of  Questionnaire  C  was  sent  to  Mr. 
Kohn.   Upon  receipt  of  the  completed  questionnaire,  a  request 
for  data  was  made  on  May  12,  19  75,  and  two  table  shells  were 
forwarded  to  Mr.  Kohn.   We  were  informed,  near  the  end  of  May, 
that  the  data  could  be  provided  in  raw  form  at  no  charge  if 
keypunching  and  tabulation  could  be  done  by  Westat.   Since 
accurate  information  from  several  blindness  registers  was  con- 
sidered desirable,  and  since  New  Jersey  evidenced  a  comparatively 
high  level  of  completeness  in  its  register,  it  was  decided  that 
raw  data  would  be  processed  at  Westat. 
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At  a  cost  of  $481.48  for  computer  and  staff  time,  statistics 
were  obtained  on ' the  number  of  persons  on  the  register  by- 
demographic  breakdowns  as  of  1970,  and  prevalence  of  severe 
visual  impairments  by  site  and  type  of  affection  for  age  and 
sex  as  of  1970.   Additional  data  on  the  same  population  by 
vision  group,  using  a  functional  definition  of  severe  visual 
impairment,  was  also  provided. 


New  York  State  Department  of  Labor 
Dr.  Al  Pierce, 

Division  of  Research  Statistics 
New  York,  New  York 

On  April  14,  1975,  Dr.  Pierce  received  a  copy  of  Question- 
naire B  and  a  request  for  its  completion  along  with  a  letter 
explaining  the  visual  disorders  project.   In  a  reply  dated 
April  23,  Dr.  Pierce  suggested  that  we  contact  Mr.  Granville 
Lee,  Director  of  Workmen's  Compensation  Research  &  Statistics, 
for  necessary  data  since  the  Workmen's  Compensation  Board  of 
the  State  of  New  York  was  in  a  better  position  to  meet  our 
needs.   Dr.  Pierce  forwarded  our  request  and  questionnaire 
to  Mr.  Lee. ' 

Dr.  Pierce  also  provided  us  with  information  from  a  five  year 
(1966-70)  analysis  of  compensated  work  injury  cases  (totaling 
almost  600,000  cases) , which  indicated  the  total  percentage  of 
all  compensated,  eye-related  injuries  and  an  approximate  cost 
of  that  compensation. 

On  May  16,  1975,  we  received  the  copy  of  Questionnaire  B 
completed  by  Mr.  Lee.   According  to  the  questionnaire,  no 
data  could  be  provided  by  diagnostic  breakdown  and  it  was 
decided  not  to  pursue  the  request  for  information  from  his 
agency.   However,  Mr.  Lee  enclosed  a  copy  of  "Compensated 
Cases  Closed  1971,"  Bulletin  27,  published  by  the  Workmen's 
Compensation  Board,  which  contains  statistics  on  the  number 
of  accidents  (by  body  part  and  extent  of  disability)  compen- 
sated in  New  York  State,  1971,  dollar  cost  of  these  accidents 
(both  total  and  averaged  per  case)  and  nature  of  the  injury 
incurred. 
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North  Carolina  Department 

of  Human  Resources 
Division  of  Services  for  the  Blind 
Mr.  Jack  C.  Scott ,  Deputy  Chief 
Program  Evaluation  and  Statistics 
Raleigh,  North  Carolina 

Questionnaire  C  was  mailed  to  Mr.  Scott  on  April  15,  1975. 
When  no  response  was  received,  a  follow-up  letter  requesting 
the  completion  of  the  questionnaire  was  sent  on  May  14,  1975. 
We  received  the  completed  questionnaire  on  June  6,  1975,  and 
information  from  the  response  indicated  that  current  data 
from  the  blindness  register  was  desirable.   Consequently,  on 
June  9,  two  standard  tables  were  sent  to  Mr.  Scott  for  com- 
pletion.  Mr.  Scott  indicated  on  June  19  that  data  conforming 
to  our  request  could  be  produced  by  August  1,  1975,  at  a  cost 
of  approximately  $75.00. 

Data  were  received  as  requested  in  our  table  formats,  after 
several  delays  in  processing,  on  August  11,  1975.   Final 
charge  was  $320.85. 


Optical  Manufacturers'  Association 
Mr.  Gene  Keeney,  Executive  Director 
Washington,  D.C. 

In  an  effort  to  gather  cost  information  on  optica]  goods 
(eyeglasses,  contact  lenses,  special  app  iances,  etc.),  Mr. 
Keeney  was  contacted  on  May  5,  19  75,  by  phone.   Mr.  Keeney 
had  no  available  statistics  on  volume  or  cost  of  optical  goods, 
either  by  type  of  impairment  which  required  adjustment  with 
artificial  correction,  or  by  total  optical  goods  used  in  the 
United  States.   He  referred  us  to  the  Bureau  of  the  Census, 
but  knew  of  no  census  statistics  available  on  the  subject. 

At  the  suggestion  of  Mr.  Jerry  Miller,  Optical  Association  of 
America,  Mr.  Keeney  was  reminded  of  an  actuarial  study  pre- 
pared for  OMA  by  Gordon  R.  Trapnell,  Consulting  Actuaries,  on 
the  cost  of  eye  care  in  the  U.S.  based  on  a  1975  national 
sample  of  opticians  and  optometrists.   On  May  19,  1975,  a 
copy  of  the  report  was  received  for  our  use  as  background 
reference  information  only.   Permission  to  quote  actual  cost 
statistics  or  conclusions  drawn  by  Mr.  Trapnell  was  not 
granted  by  Mr.  Keeney 's  office  since  little  data  were  docu- 
mented in  the  report.   Mr.  Trapnell  was  contacted  by  phone  and, 
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on  being  questioned  about  his  survey  methodology,  instruments 
used,  and  analysis  of  gathered  data  from  which  cost  estimates 
were  made,  refused  to  offer  any  information  unless  retained 
as  a  consultant  by  Westat. 


Opticians'  Association  of 

America 
Mr.  Jerry  Miller 
Executive  Director 
Washington,  D.C. 


Mr.  Miller  was  contacted  by  telephone  on  May  5,  1975,  in  an 
effort  to  obtain  information  on  the  cost  of  optical  goods 
(eyeglasses,  contact  lenses,  special  appliances,  etc.).   Mr 
Miller  was  also  asked  for  data  on  the  number  of  eyeglasses 
sold,  by  type  of  visual  impairment  which  necessitated  the 
correction.   He  was  unable  to  provide  any  data  in  answer  to 
our  request  and  referred  us  to  the  Optical  Manufacturers ' 
Association  for  information. 


The  Organization  for  Social  and 

Technical  Innovation  (OSTI) 
Dr.  Donald  Schon,  Past  President 
Cambridge,  Massachusetts 

An  investigation  of  data  contained  in  OSTI ' s  benchmark  work 
in  reviewing  prevalence  and  costs  of  blindness  in  the  U.S. 
entitled  "Blindness  and  Services  to  the  Blind  in  the  U.S.," 
an  NINDB  report  to  the  Subcommittee  on  Rehabilitation  pub- 
lished in  1971,  was  considered  extremely  relevant  to  our 
effort  to  obtain  statistics  on  blindness.   Consequently, 
Westat  staff  was  interested  in  the  origin  and  background  of 
statistical  data  used  in  the  so-called  "OSTI  Report." 

On  March  30,  1975,  Dr.  Donald  Schon,  former  President  of  OSTI 
and  project  leader  in  charge  of  the  report,  was  contacted  by 
telephone  and  asked  for  specific  statistics  discussed  in  the 
report  and  for  any  new  information  acquired  on  the  prevalence 
rates  of  blindness  and  the  associated  costs.   Dr.  Schon  was 
unable  to  provide  either  type  of  information.   However,  he 
suggested  that  we  contact  Hadi  Mad j id,  economist  for  the  OSTI 
report. 


H"21  0003^3 


On  April  1,  1975,  -Mr.  Madjid,  who  was  responsible  for  the 
analysis  of  expenditures  related  to  blindness,  was  contacted 
by  telephone  and  asked  about  his  analytical  approach  to  the 
cost  data.   Unfortunately,  Mr.  Madjid  was  unable  to  provide 
any  detailed  background  on  Lhe  published  or  unpublished  data. 
He  indicated  that  he  had  not  explored  the  cost  of  blindness 
since  his  participation  in  the  OSTI  report.   Although  we  had 
hoped  that  additional  back-up  data  might  be  available  in 
the  files  of  this  study,  we  had  to  conclude  that  such  data 
were  no  longer  available. 


Osteopathic  College  of  Ophthalmology 

and  Otolaryngology 
Mr.  G.  Joseph  Strickler 
Executive  Director 
Dayton,  Ohio 

On  March  5,  1975,  Mr.  Strickler  was  contacted  by  mail  for  in- 
formation on  the  treatment  of  visual  disorder  patients  in 
contact  with  doctors  of  osteopathy.   Specifically,  a  request 
was  made  for  data  in  the  following  areas: 

1)  annual  number  of  patients  treated,  by  diagnostic  cate- 
gory and  demographic  breakdown 

2)  annual  number  of  eye-related  surgical  procedures  per- 
formed 

3)  average  dollar  cost  of  surgical  procedures  and  patient 
care  by  diagnostic  category 

It  was  felt  that  this  information  would  prove  particularly  useful 
in  making  an  accurate  estimate  of  the  total  prevalence  of  visual 
disorders,  since  data  on  osteopaths  are  not  always  included  with 
that  of  other  physicians. 

When  no  response  had  been  received  by  May  2,  1975,  a  follow- 
up  letter  requesting  the  data  was  sent  to  Mr.  Strickler.   Our 
request  remained  unanswered  and  on  June  3,  1975,  phone  con- 
tact was  made  with  the  former  director  of  the  College,  Dr.  A. 
Martin.   Dr.  Martin,  recently  retired  from  his  position  at 
the  College,  informed  us  that  no  attempt  at  compiling  the  data 
we  requested  had  ever  been  made  by  the  College  or  the  American 
Osteopathic  Association. 
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Pharmaceutical  Manufacturers  Association 
Washington,  D.C. 

Telephone  contact  was  made  with  a  representative  of  the 
Pharmaceutical  Manufacturers' Association  to  determine  the 
number  and  cost  of  ophthalmic  drugs  prescribed  or  dispensed 
over  the  counter,  on  a  national  basis,  for  the  most  recent 
year  in  which  such  data  were  collected.   We  were  informc 
that  statistics  are  collected  using  only  gross  diagnost-^ 
categories.   Therefore,  no  data  on  prescriptions  for  ex- 
clusively ophthalmic  drugs  were  available.   We  were  referred 
to  IMS,  America's  National  Prescription  Audit. 


Professional  Activity  Study  (PAS) 
Commission  on  Professional  and 

Hospital  Activities 
Project  Development 
A.  H.  Spellman,  Director 
Ann  Arbor,  Michigan 

Questionnaire  D  was  mailed  to  Mr.  Spellman  on  April  14,  1975, 
and  returned  With  the  desired  information  on  April  29.   Conse- 
quently, we  requested  that  Mr.  Spellman  provide  data  for  two 
table  shells  which  were  mailed  to  him  on  May  15,  1975. 
Specifically,  statistics  were  requested  for: 

1)  the  estimated  average  annual  number  and  rate  of  hospital 
days  (in  thousands)  for  eye  disease  and  injuries  (based 
on  first  named  diagnoses)  from  PAS  for  the  latest  avail- 
able year,  by  sex,  race,  age  group,  and  HICDA  code 

2)  the  estimated  average  number  (in  thousands)  and  rate 
per  1,000  population  of  discharges  from  short-term  hos- 
pitals (based  on  first  named  diagnoses)  for  visual 
disorders  including  blindness  from  PAS  for  the  latest 
available  year  by  sex,  race,  age  group  and  HICDA  codes. 

On  May  22,  we  were  notified  by  a  telephone  call  from  Karen 
Wollens ,  Health  Record  Analyst,  Project  Development  Group, 
that  the  national  estimates  which  we  requested  were  available 
from  the  Hospital  Record  Study  published  jointly  by  the 
Commission  on  Professional  and  Hospital  Activities  and  IMS, 
America,  Ltd.,  Ambler,  Pennsylvania.   All  requests  for  datci 
on  PAS  were  referred  to  IMS,  America,  Ltd. 
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Mr.  Gordon  T. 
America ,  Ltd. , 
cuss  the  tabul 
At  his  request 
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date  set  at  th 


Hirsch,  Vice  President,  Hospital  Products,  IMS, 

was  contacted  by  telephone  on  May  23,  to  dis- 
ation  of  PAS  data,  time  frame  and  cost  involved. 
,  Mr.  Hirsch  was  sent  the  two  table  shells  and 
requested  ICDA  codes  on  May  27.   We  were  notified 
t  the  data  could  be  run  with  the  following  adjust- 
rd  age  groups  used,  differed  from  those  requested, 
eakdowns  could  not  be  cross  tabulated,  and  cate- 
ss  than  500  diagnoses  were  not  broken  down  by 

Cost  of  the  data  was  $1,200.00,  with  delivery 
e  end  of  July. 


On  July  18,  the  data  were  received  in  the  form  of  a  computer 
printout. 


Rand  Corporation 

Health  Sciences  Program 

Marshall  A.  Rockwell,  M.D. 

Director 

Santa  Monica,  California 

Dr.  Rockwell  was  sent  a  copy  of  Questionnaire  D  on  April  14, 
1974.   On  April  18,  we  received  a  letter  from  him  stating  that 
Rand  does  not  operate  a  hospital  discharge  abstracting  system. 
Therefore,  he  could  be  of  no  help  in  our  study. 


Research  to  Prevent  Blindness,  Inc. 
Mr.  Nathaniel  Polster 
Washington  Representative 
Washington,  D.C. 

Mr.  Polster  was  contacted  by  telephone  on  March  26,  1975,  for 
information  on  the  national  per  capita  costs  of  eye  care.   Mr. 
Polster  indicated  that  his  organization  had  no  data  on  the 
subject  of  costs  and  referred  us  to  the  three  sources  of  in- 
formation below: 

1)   the  Blue  Cross  Magazine,  Perspectives ,  First  Quarter,  1970, 
•which  contains  statistical  data  on  the  prevalence  and 
costs  of  blindness  in  the  U.S. 
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2)  "Blindness  in  the  United  States  -  A  Review  of  the  Avail- 
able Statistics  with  Estimates  of  the  Prevalence  of 
Blindness  and  its  Economic  Impact,"  by  Kenneth  Trouern- 
Trend 

3)  the  published  findings  of  the  Department  of  Health,  Educa- 
tion and  Welfare  for  Aid  to  the  Blind,  now  part  of  the 
statistics  on  Supplemental  Security  Income. 

Each  source  was  investigated  by  Westat  staff  and  is  cited 
elsewhere  in  this  report. 

Retinitis  Pigmentosa  Foundation,  Inc. 
Dennis  Hartenstine,  Executive  Director 
Baltimore,  Maryland 

A  member  of  Westat' s  project  staff  spoke  with  Mr.  Hartenstine 
on  January  6,  1976  requesting  data  on  the  incidence  and  prev- 
alence rates  of  retintis  pigmentosa.   The  executive  director 
indicated  that  their  rates  were  based  on  information  from  Sir 
Duke  Elders  Book  of  Ophthamology .   They  estimated  that  5  out 
of  every  1,000  people  in  the  world  have  retinitis  pigmentosa. 
Since  the  foundation  was  unable  to  provide  us  with  any  primary 
data  the  contact  was  not  pursued  further. 


Rhode  Island  Department  of  Social 

and  Rehabilitative  Services 
State  Service  for  the  Blind 
Mr.  E.  Lyman  D1 Andrea 
Administrator 
Providence,  Rhode  Island 

Questionnaire  C  was  mailed  to  Mr.  D1 Andrea  on  April  14,  1975, 
and  after  a  second  mailed  request  for  its  completion,  was 
returned  on  May  22,  1975.   It  was  determined  from  the  com- 
pleted questionnaire  that  useful  prevalence  data  on  blind- 
ness could  be  obtained  from  the  Register  and  on  May  27,  1975, 
two  standard  table  shells  were  mailed  to  Mr.  D' Andrea  with 
a  request  for  specific  statistical  data. 

On  June  25,  phone  contact  was  made  with  Mr.  D' Andrea  and  we 
were  informed  that  data  would  be  provided  by  the  end  of  July. 
However,  on  July  21,  when  a  check  was  made  on  the  due  date 
for  the  requested  data,  we  were  told  that  the  data  in  ques- 
tion had  not  been  produced  since  the  table  shells  had  never 
been  received.   Table  shells  were  re-mailed  immediately. 

On  July  23,  Mr.  Charles  Lynch  notified  us  that  the  cost  for 
the  computerized  printout  required  to  produce  the  data  would 
be  $162.00.   Data  were  received  on  August  1,  1975,  in  the 
originally  requested  format.   Data  were  based  on  those  per- 
sons in  the  registry  for  the  year  June  30,  1974  to  July  1, 
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Ross-Loos  Medical.  Group 

J.  E.  Inhorn,  Administrator 

Los  Angeles,  California 

A  copy  of  Questionnaire  B,  with  a  request  for  its  completion 
and  a  brief  explanation  of  the  study,  was  sent  to  Mr.  Inhorn 
on  April  14,  1975.   When  no  response  was  received,  a  follow- 
up  letter  was  mailed  on  May  14.   The  letter  was  returned  on 
May  28,  marked  "No  One  at  Address  by  That  Name."   The  request 
was  not  pursued. 


Steck  Data  Corporation 
Steck  Data  Processing 
Sales  Department 
Mr.  Howard  Widmer,  Manager 
Austin,  Texas 


A  copy  of  Questionnaire  D  was  sent  to  Mr.  Widmer  on  April  14, 
1975,  and  returned  to  us  due  to  the  use  of  an  incorrect  mail- 
ing address,  on  April  20.   A  new  address  was  located  and  the 
questionnaire  was  mailed  on  April  22,  1975.   The  letter  was 
again  returned  to  Westat  on  May  1,  marked:   "Closed  -  Return 
to  Sender."   No  one  could  be  reached  at  Steck  Data  Corpora- 
tion and  the  request  for  data  was  consequently  terminated. 


U.S.  Consumer  Product  Safety  Commission 
Bureau  of  Epidemiology 
Mr.  Kenneth  Haase 
Assistant  Director 
Washington,  D.C. 

A  visit  was  made  by  Westat  staff  on  April  7,  1975,  to  Mr. 
Haase  to  determine  the  availability  of  statistical  data  on 
eye  injuries  (as  reported  in  the  National  Electronic  Injury 
Surveillance  System  [NEISS]).   It  was  agreed  that  data  could 
be  estimated  from  the  NEISS  survey  on  the  number  of  product 
related  eye  injuries  treated  in  hospital  emergency  rooms  by 
age  and  sex  breakdowns,  and  by  type  of  injury.   Numbers  would 
be  averaged  for  1973  and  1974. 
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A  cost  of  approximately  $600.00  was  estimated  for  the  computer 
printouts  which  would  provide  the  above  statistics  on  six 
types  of  eye  injuries  presumed  to  be  the  most  prevalent  (such 
as  chemical  burns,  foreign  bodies  in  the  eye)  and  related  to 
the  use  of  a  product  (ex:   explosion  of  aerosol  cans,  contact 
of  caustic  substances  with  the  eye)  «   It  was  arranged  that  final 
decision  on  the  purchase  of  the  data,  considered  by  Westat 
staff  to  be  a  useful  but  ancillary  facet  of  incidence  data, 
would  be  postponed  until  the  project's  budget  could  be  appraised 
in  light  of  other  data  needs. 

On  August  13,  the  order  was  reactivated  and,  with  minor  altera- 
tions in  the  type  of  injury  classification,  (substitution  of 
"puncture  wound"  for  "eye  enucleation,"  separate  runs  for 
contusions  and  haematoma,  and  the  omission  of  "open  wounds" 
from  the  classifications  available)  data  were  received  in 
printout  form  on  September  5.   Final  charge  was  $515.00, 
for  which  we  received  a  percent  distribution  by,  age  and  sex 
(although  not  cross  tabulated,  as  originally  requested)  of 
emergency  room  patients  with  product  related  eye  injuries, 
based  on  a  national  estimate  for  1973  and  1974. 

A  separate  set  Of  tables  was  provided  on  request  and  free  of 
charge,  listing  a  cross  tabulation  by  age  and  sex  of  the 
hospital  sample,  by  injury  classification.   This  series  of 
tables  was  not  projected  to  national  estimates,  due  to  the 
cost  of  weighting  the  hospital  data  necessary  for  such 
projections.   Nevertheless,  it  was  felt  that  this  auxiliary 
data  would  be  useful  in  judging  differences  in  types  and 
numbers  of  eye  injuries  by  age  and  sex. 


U.S.  Department  of  Commerce 
Bureau  of  the  Census 
Mr.  Vincent  P.  Barabba,  Director 
Washington,  D.C. 

At  the  suggestion  of  Mr.  Ross  Arnet,  Bureau  of  Economic 
Analysis,  U.S.  Department  of  Commerce  (see  following  entry), 
Mrs.  Dorothy  Turnbull,  Business  Division,  Bureau  of  the  Census, 
was  contacted  for  the  1974  dollar  figure  on  retail  sales  in 
U.S.  optical  goods  stores.   Mrs.  Turnbull  referred  us  to  Mr. 
Barabba,  who  was  contacted  by  mail  on  March  26,  1975. 


\ 


000355 

H-27 


On  April  17,  1975,  Westat  received  a  written  reply  from  Mr. 
Robert  Hagan  for  Mr,  Barabba,  in  answer  to  our  request.   How- 
ever, due  to  the  small  sample  used  and  the  large  sampling 
errors  involved  as  a  consequence,  Mr.  Hagan  stated  that  the 
data  were  not  for  publication  and  did  not  represent  an 
official  estimate  of  the  Bureau. 


U.S.  Department  of  Commerce 
Bureau  of  Economic  Analysis 
National  Income  and  Wealth  Division 
Mr.  Ross  H.  Arnet,  Economist 
Washington,  D.C. 

In  order  to  determine  the  national  level  of  spending  for  eye- 
glasses and  appliances  used  by  the  visually  impaired,  Mr. 
Arnet  was  contacted  by  telephone  on  March  15,  1975,  to  inves- 
tigate the  usefulness  of  data  gathered  on  retail  and  wholesale 
sales  information.   Mr.  Arnet  suggested  that  we  contact  Ms. 
Dorothy  Turnbull,  Bureau  of  the  Census,  who  could  amplify 
the  most  recent  dollar  figures,  found  in  the  February,  1975, 
issue  of  the  Social  Security  Bulletin. 


U.S.  Department  of  Defense 
Armed  Forces  Institute  of  Pathology 
Department  of  Ophthalmic  Pathology 
Dr.  Lorenz  Zimmerman,  Chief 
Washington,  D.C. 

On  March  6,  1975,  Dr.  Zimmerman  was  contacted  by  letter,  at 
the  suggestion  of  Dr.  Richard  Hoover,  the  study's  ophthalmolo- 
gical  consultant,  to  acquire  current  incidence  statistics  for 
specific  eye  diseases  under  study  at  the  Institute. 

In  response  to  this  request,  Dr.  Zimmerman  indicated  that 
meaningful  data  with  demographic  breakdowns  based  on  a 
definable  patient  population  were  not  available  from  the 
Institute.   We  were  told  that  the  Institute  serves  mainly 
as  a  consulting  facility  for  ophthalmologists  and  patholo- 
gists with  difficult  therapeutic  or  diagnostic  problems. 
Therefore,  the  population  served  is  highly  specialized  and 
cases  studied  are  not  indicative  of  incidence  rates  for 
specific  eye  diseases  which  could  be  projected  to  national 
figures.   For  this  reason,  our  request  for  data  was  cancelled 
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U.S.  Department  of  Defense 
Office  of  the  Army  Surgeon  General 
Patient  Administration  Office 
Mr.  Herbert  Ewert,  Statistician 
Washington,  D.C. 

Mr.  Ewert  was  contacted  by  letter  on  March  26,  1975,  with  a 
request  for  eye-related  data  based  on  the  results  of  physical 
examinations  of  recruits  into  the  Armed  Services  between  the 
years  1970  and  1972.   Specifically,  we  requested  a  report 
on  the  total  number  of  rejections  based  on  vision  problems 
or  eye  disorders  by  type  of  disorder,  race,  and  sex. 

On  April  10,  Mr.  Ewert  responded  with  an  indication  that  some 
data  were  available  from  a  sample  of  2,000,000  draftees  exa- 
mined from  1970-72  who  were  rejected  for  eye  disorders. 
Charges  for  the  data  were  estimated  at  $100.00  to  $150.00. 
However,  no  diagnostic  breakdowns  would  be  provided,  and  it 
was  noted  that  the  selection  of  draftees  did  not  represent  a 
random  distribution  of  the  national  population.   On  the  basis 
of  the  limitations  of  this  data,  it  was  decided  that  we  would 
not  pursue  this  particular  request.   However,  in  September  1975, 
Westat  received  a  copy  of  Manpower  Research  Report  (No.  MA  72-1) 
entitled  "Draftees:   Disqualifications  for  Military  Service 
for  Medical  Reasons  -  an  Analysis  of  Trends  Over  Time,"  Office 
of  the  Secretary  of  Defense,  June  1972,  from  Mr.  Bernard  D. 
Karpinos ,  who  prepared  the  report.   Mr.  Karpinos  was  informed 
of  our  need  for  data  by  Mr.  Ewert.   The  report  contained  a 
table  on  disqualifications  for  Military  service  by  diagnosis 
for  the  year  1969-70  and  included  a  breakdown  of  eye  diseases 
and  defects.   However,  no  demographic  breakdowns  were  given. 
Mr.  Karpinos,  now  retired  from  the  government,  has  been 
analyzing  these  data  for  many  years  and  knows  more  about  them 
than  anyone  else. 


U.S.  Department  of  Health, 

Education,  and  Welfare 
National  Institutes  of  Health 
National  Cancer  Institute 
Biometry  Branch,  Demography  Section 
Mr.  Joseph  Scotto,  Senior  Services 
Bethesda,  Maryland 

On  January  8,  1975,  Mr.  Scotto  was  visited  by  Westat  staff 
and  completed  Questionnaire  A  as  part  of  the  project's  pre- 
test of  all  questionnaires.   Based  on  the  information  that  Mr 
Scotto  provided,  we  requested  data  on  the  estimated  national 
incidence  of  malignant  neoplasms  of  the  eye  by  age,  sex,  and 
race  breakdowns . 
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On  May  5,  Mr.  Scotto  provided  us  with  a  copy  of  the  Third 
National  Cancer  Survey's  Advanca   Three  Year  Report,  which  con- 
tained numbers  of  cases  and  age  specific  rates  for  malignant 
neoplasms  of  the  eye  and  orbit.   On  the  basis  of  this,  Westat 
would  make  an  estimate  of  the  national  incidence  for  malig- 
nancies of  the  eye. 


U.S.  Department  of  Health, 

Education,  and  Welfare 
Office  of  Education 

Bureau  of  Education  for  the  Handicapped 
Division  of  Personnel  Preparation 
Ms.  Josephine  Taylor,  Program  Officer 
Washington,  D.C. 

Ms.  Taylor  was  contacted  by  letter  on  March  27,  1975,  in 
order  to  determine  current  data  on  the  amount  of  money  spent 
per  year  on  the  training  of  teachers  of  the  blind  and  deaf/ 
blind.   When  no  response  was  received  from  Ms.  Taylor,  a 
follow-up  letter  requesting  the  data  was  sent  on  May  5,  1975. 
According  to  Ms.  Taylor,  the  data  requested  would  not  be 
available  until  the  end  of  July,  1975.   When  contacted  in  late 
July,  we  were  informed  that  the  data  would  not  be  available 
until  November,  1975.   However,  a  figure  was  provided  for 
1971-72  funds  awarded  by  the  Office  of  Education  for  training 
of  teachers  of  the  "visually  handicapped"  in  colleges ,  uni- 
versities, and  state  educational  agencies.   It  was  noted  that 
this  figure  does  not  represent  the  full  amount  of  money 
spent  on  teacher  training;  and  threfore,  is  limited  in  its 
usefulness  in  making  cost  estimates  for  visual  disorders. 


U.S.  Department  of  Health, 

Education,  and  Welfare 
Public  Health  Service 
Health  Resources  Administration 
National  Center  for  Health  Statistics 
Dr.  Edward  Perrin,  Director 
Rockville,  Maryland 

As  part  of  Westat 's  effort  to  locate  data  sources  relevant  to 
the  needs  of  the  contract,  we  initiated  contact  with  NCHS 
staff  knowledgeable  about  the  Health  Interview  Survey  (HIS) , 
the  Health  and  Nutrition  Examination  Survey  (HANES) ,  the 
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Hospital  Discharge  Survey  (HDS) ,  the  National  Ambulatory  Care 
Survey  (NAMCS) ,  and  the  Resident  Places  Survey  (RPS) . 
On  the  basis  of  these  meetings,  Westat  made  a  request  on 
March  31,  1975,  for  data  from  the  aforementioned  surveys. 
Coordination  of  these  requests  was  directed  through  the 
office  of  Dr.  Perrin,  Director,  National  Center  for  Health 
Statistics  and  by  Ms.  Ethel  Black,  Special  Assistant  to  the 
Director,  Division  of  Health  Interviev/  Statistics.   Most  of 
the  data  were  delivered  to  Westat  on  July  28,  1975,  and  the 

cost  of  the  data  processing  totaled  $670.00. 

In  the  following  paragraphs  we  have  set  down  the  specifics 
for  each  of  the  above  contacts : 

A.   Health  Interview  Survey  (HIS) 

Mr.  Robert  Fuchsburg,  Division  Director 

On  December  9,  1974,  Mr.  Fuchsburg  was  visited 
by  Westat  staff  and  completed  Questionnaire  A  as  part  of  the 
questionnaire  pretest.   Due  to  the  depth  of  coverage  of  use- 
ful information  found  in  the  HIS,  it  was  decided  to  submit 
several  table  shells  to  NCHS  for  completion. 

On  March  31,  1975,  four  tables  based  on  data 
available  from  HIS  were  submitted  to  the  National  Center 
for  Health  Statistics.   Data  requested  from  HIS  is  as  follows 

1)  an  estimate  of  the  average  annual  incidence  of  acute 
conditions  of  eye  diseases  and  injuries  by  ICDA  code, 
cross  tabulated  by  age  group,  sex  and  race  for  the 
years  1971-74; 

2)  an  estimate  of  the  average  annual  number  of  days  of 
disability  resulting  from  eye  diseases  and  injuries 
by  ICDA  code,  cross  tabulated  by  age  group,  sex,  bed 
days,  days  lost  from  school  and  days  lost  from  work 
for  1971-74; 

3)  an  estimate  of  the  prevalence  of  visually  impaired  per- 
sons by  degree  of  visual  impairment,  race,  age,  and 
sex,  for  the  latest  year  available; 

4)  an  estimate  of  the  average  number  and  rate  of  persons 
with  activity  limitation  and/or  mobility  limitation 
reporting  visual  impairment  as  the  main  cause  by  types 
of  limitation,  cross  tabulated  with  sex,  age  group, 
and  race  for  the  years  1972-73,  or  1973-74. 
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Westat  staff  was  in  close  communication  with  Ms. 
Black  throughout  the  months  of  May  and  June.   Data  were 
scheduled  for  completion  in  mid-July.   Partial  data  based 
on  the  HIS  information  was  received  on  July  21,  1975,  with 
final  data  tabulations  received  by  July  27.   Data  were  not 
broken  down  by  racial  group  due  to  the  small  sample.   The 
table  for  activity  limitation  was  reported  as  available 
for  1972  only.   Otherwise,  data  from  the  Health  Interview 
Survey  was  completed  as  requested. 

B.  Health  and  Nutrition  Examination 

Survey  (HANES)  -  1973 
Ms.  Jeanne  Roberts 
Chief,  Medical  Statistics  Branch 
Division  of  Health  Examination  Statistics 

Ms.  Roberts  was  interviewed  by  Westat  staff  as 
part  of  the  questionnaire  pretest,  and  completed  Question- 
naire A  on  December  5,  1974.   While  useful  prevalence 
statistics  could  be  extracted  from  the  survey's  data,  it 
was  decided  not  to  submit  table  shells  for  completion  but 
to  utilize  statistics  already  published  in  survey  reports. 
The  most  useful  data  of  all,  an  estimate  of  the  prevalence 
of  legally  defined  blindness  based  on  a  national  probability 
sample  of  persons  subjected  to  an  examination  by  an  ophthal- 
mologist, unfortunately  will  not  be  available  until  after 
the  conclusion  of  this  study. 

C.  National  Ambulatory  and  Medical 

Care  Survey  (NAMCS) 
Mr.  James  Delozier,  Chief 
Ambulatory  Care  Statistics  Branch 
Division  of  Health  Resources  Utilization 

Statistics 

On  December  5,  1974,  Westat  staff  visited  Mr. 
Delozier  to  administer  pretest  Questionnaire  A.   Since  NAMCS 
could  provide  very  important  information  for  our  use,  two 
tables  were  designed  in  order  to  acquire  the  necessary  data. 

Data  requested  from  NAMCS  were  as  follows: 

1)   estimates  of  the  number  (in  thousands)  and  rate  per  1,000 
population  of  ambulatory  care  encounters  in  1973  for 
visual  disorders  and  blindness  based  on  the  physician's 
principal  diagnosis  for  all  encounters  and  first  visits 
only,  by  ICDA  code  and  age  group  cross  tabulated  with 
sex  and  race . 
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2)   a  frequency  distribution  per  1,000  total  population  of 
ambulatory  care  encounters  in  1973,  by  the  physician's 
principal  diagnosis,  ICDA  code,  age  group,  and  specialty; 
i.e.,  ophthalmology,  as  well  as  total  physician  encounters 

Throughout  the  months  of  April,  May,  and  June, 
Westat  staff  was  closely  in  touch  with  Ms.  Ethel  Black. 
Estimated  completion  date  for  all  data  was  set  for  1 ate 
June.   When  NAMCS  data  had  not  been  received  by  mid- July, 
Ms.  Black  investigated  the  delay  and  reported  difficulties 
in  data  reliability  due  to  the  limited  sample  size  when 
breakdowns  by  age  and  sex  were  computed.   Smallness  of 
sample  size  when  age  groups  and  physician  specialty  were 
calculated  was  also  a  problem  in  attempting  to  derive  accurate 
national  estimates. 

On  July  20,  1975,  Mr.  Delozier  was  contacted  by 
Westat  staff  and  it  was  decided  to  modify  our  request  by 
grouping  ICDA  codes  in  order  to  increase  the  size  of  the 
sample  and  provide  more  reliable  data.   Office  visits  by 
physician  specialty  could  not  be  obtained  for  ophthalmologists 
only;  but  data  for  "Surgical  Specialty"  were  provided , which 
includes  opthalmologists ,  but  is  not  broken  down  by  eye- 
related  encounters . 

D.   Hospital  Discharge  Survey  (HDS) 

Mr.  Abraham  Ranofsky,  Survey  Statistician 
Hospital  Care  Statistics  Branch 
Division  of  Health  Resources 
Utilization  Statistics 

Mr.  Ranofsky  was  visited  by  Westat  staff  on 
December  5,  1974,  and  completed  Questionnaire  A  as  part 
of  the  questionnaire  pretest.   After  a  review  of  the  question- 
naire by  Westat,  three  tables  were  submitted  to  the  National 
Center  for  Health  Statistics  for  completion  based  on  data 
from  HDS.   Information  was  requested  on: 

1)  the  estimated  average  number  per  year  and  rate  per 
1,000  population  of  discharges  from  short-term 
hospitals  for  visual  disorders  and  blindness  as 
first-named  diagnoses  by  ICDA  code,  age,  and  sex 
for  1972-73  or  1973-74. 

2)  the  estimated  average  number  per  year  and  rate  per 
1,000  population  of  short-term  hospital  days  for  visual 
disorders  and  blindness  as  first-named  diagnoses  by 
ICDA  code,  age,  and  sex  for  1972-73  or  1973-74. 
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3)  the  estimated  average  number  per  year  and  rate  per 
1,000  population  of  surgical  operations  on  the  eye 
by  type  of  operation,  race,  sex,  and  age  group. 

It  was  estimated  by  Ms.  Ethel  Black  that  HDS  data 
would  be  completed  by  the  end  of  June.   However,  due  to  heavv 
requests  for  usage  of  computers  and  data  processors,  HDS 
data  did  not  arrive  until  July  28,  1975. 

E.   Resident  Place  Survey  (RPS) 

Ms.  Joan  F.  Van  Nostrand,  Chief, 
Long-term  Care  Statistics  Branch, 
Division  of  Health  Resources 
Utilization  Statistics 

On  December  5,  1974,  Westat  staff  visited  Ms. 
Van  Nostrand  to  administer  Questionnaire  A  as  part  of  the 
questionnaire  pretest.   After  reviewing  the  completed 
questionnaire,  a  request  for  data  from  RPS,  1969,  was 
made  on  March  31,  1975.   Two  table  shells  accompanied  our 
request  to  the  National  Center  for  Health  Statistics ,  indi- 
cating a  need  for  an  estimate  of  the  prevalence  of  visual 
disorders  in  the  institutional  population  by  degree  of 
impairment,  sex,  and  age  group.   Since  RPS,  1969,  provided 
data  only  from  nursing  homes,  a  request  for  similar  data 
for  homes  for  the  aged  and  chronic  disease  hospitals  was 
also  made. 

On  June  3,  1975,  we  received  several  previously 
published,  provisional  tables  containing  useful  information 
on  nursing  home  residents  only.   It  was  reported  that  no 
new  tables  could  be  run  from  RPS  data.   Among  the  tables 
received,  the  following  provided  usable  data  for  our 
purposes: 

1)  number  of  Nursing  Home  Residents  by  age,  sex,  and 
length  of  stay  since  current  admission,  for  the  U.S. 
1973-74. 

2)  number  of  Nursing  Home  Residents  by  age,  primary  diag- 
nosis, at  last  examination  and  chronic  conditions  for 
the  U.S.,  1973-74,  (includes  data  on  "glaucoma  or 
cataract") . 

3)  number  of  Nursing  Home  Residents  by  total  monthly 
charge  for  the  U.S.,  1973-74. 
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4)  number  of  Nursing  Home  Residents  with  selected  condi- 
tions or  impairments  by  basic  and  total  monthly  charges 
for  the  U.S.,  1973-74  (includes  data  on  "glaucoma  or 
cataract") . 

5)  average  charge  and  distribution  of  Nursing  Home  Residents 
by  age  and  sex  for  the  U.S.,  1973-74. 

6)  number  of  Nursing  Home  Residents  with  ability  to  see 
with  and  without  glasses  by  age,  sex,  and  race  for 
the  U.S. ,  1973-74. 

7)  number  of  institutionalized  persons  by  type  of  facility 
from  the  1973  Master  Facility  Inventory  (includes 
"facilities  for  the  deaf  or  blind"). 


U.S.  Department  of  Health, 

Education,  and  Welfare 
Rehabilitation  Services  Administration 
Office  for  the  Blind  and  Visually 

Handicapped 
Mr.  George  Magers ,  Assistant  Chief 
Division  of  Services  to  the  Blind 
Mr.  Warren  Bledsoe,  Consultant 
Washington,  D.C. 

Mr.  Magers  and  Mr.  Bledsoe  were  visited  by  Westat  staff  on 
March  21,  1975,  to  obtain  statistical  data  on  the  cost  of 
blindness  rehabilitation  as  well  as  to  discuss  sources  of 
blindness  data  in  general. 

Several  references  were  supplied,  including  sources  for  data 
on  the  cost  of  training  teachers  for  the  blind,  the  cost 
of  support  services  to  the  blind,  funding  for  vocational 
rehabilitation  as  a  result  of  blindness,  cost  of  services 
and  amount  of  payments  made  to  blinded  veterans,  and  the 
amount  of  tax  relief  available  to  the  blind.   Each  source 
was  pursued  by  Westat  staff. 

References  were  given  for  sources  of  data  on  the  cost  of 
rehabilitation  of  the  blind  and  information  received  as  a 
result  is  reported  in  the  entry  in  this  section  entitled 
"U.S.  Department  of  Health,  Education,  and  Welfare: 
Rehabilitation  Services  Administration." 
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Also  discussed  were  various  problems  in  analyzing  blindness- 
related  data  resulting  from  the  quality  and  quantity  of 
statistical  information  available.   Among  the  most  serious 
difficulties  encountered  in  the  collection  of  blindness 
statistics,  based  on  the  experience  of  Mr.  Magers  and  Mr. 
Bledsoe,  are  the  lack  of  data,  both  prevalence  and  incidence, 
which  can  be  projected  to  accurate  national  estimates  from 
small  sample  groups;  cost  of  blindness  data,  in  general, 
especially  the  determination  of  physician  fees  for  eye  care; 
and  difficulties  in  the  accurate  recording  and  reporting  of 
prevalence  data  by  state  blindness  registers  since  the 
termination  of  the  Model  Reporting  Area  System  in  1971. 
These  and  other  problematic  areas  were  frequently  encountered 
by  Westat  staff  in  the  ensuing  months  of  data  collection  and 
analysis . 

It  should  be  noted  here  also  that  Mr.  Bledsoe  had  assisted 
this  study  greatly  right  from  its  start  by  lending  numerous 
references  and  reprints  from  his  extensive  files  and  advising 
the  staff  on  persons  to  see.   His  knowledge  of  the  general 
area  of  blindness  and  the  sources  of  data  on  it  were  invaluable 


U.S.  Department  of  Health, 

Education,  and  Welfare 
Rehabilitation  Services  Administration 
Office  of  Human  Development 
Dr.  Andrew  S.  Adams,  Commissioner 
Washington,  D.C. 

Initial  contact  was  made  by  telephone  with  Mr.  Berwick  A. 
Drews,  Budget  Officer,  on  March  31,  1975,  for  the  purpose 
of  obtaining  statistical  data  on  the  number  and  cost  of 
blind  and  visually  handicapped  persons  receiving  rehabilita- 
tion.  On  April  3,  1975,  we  received  a  letter  from  Dr.  Adams, 
to  whom  the  request  had  been  forwarded  by  Mr.  Drews,  provid- 
ing us  with  1974  rehabilitation  data  including  a  definition  of 
those  persons  eligible  to  receive  rehabilitation  services. 

On  May  21,  1975,  Mr.  Drews'  office  was  again  contacted  to 
ascertain  a  breakdown  of  rehabilitation  costs  by  state  and 
federal  expenditures.   The  necessary  information  was  forwarded 
by  the  Budget  Office. 
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U.S.  Department  of  Health, 

Education,  and  Welfare 
Social  Security  Administration 
Office  of  Research  and  Statistics 
Ms.  Barbara  Cooper,  Social  Science 

Research  Analyst 
Washington,  D.C. 

A  meeting  was  held  on  March  3,  1975,  with  Westat  staff  and 
Ms.  Cooper  to  help  determine  a  general  approach  in  analyzing 
the  costs  of  visual  disorders  and  to  obtain  suggestions  on 
sources  of  data  for  making  cost  estimates.   Ms.  Cooper 
suggested  the  use  of  several  government  documents  for  data 
useful  in  determining  time  lost  from  work  due  to  illness 
(e.g.:   "Economic  Value  of  a  Housewife"  by  Wendyce  H.  Brody, 
unpublished  report  for  U.S.  Department  of  Health,  Education, 
and  Welfare,  Social  Security  Administration,  Office  of  Research 
and  Statistics,  November,  1974).   Also  discussed  were  sources 
of  statistics  on  hospitalization  and  costs  related  to  eye 
diseases  (e.g.:   Civil  Service:   AETNA  and  Blue  Cross,  Blue 
Shield) .   Sources  of  prescription  cost  data  and  doctor  visit 
data  pertaining  to  visual  impairments  were  also  suggested 
(e.g.:   National  Disease  and  Therapeutic  Index,  National 
Health  Expenditures) .   These  and  other  sources  recommended  by 
Ms.  Cooper  were  investigated  by  Westat  staff. 


U.S.  Department  of  Health, 

Education,  and  Welfare 
Social  Security  Administration 
Office  of  Research  and  Statistics 
Division  of  Disabilities  Studies 
Mr.  Lawrence  B.  Haber,  Director 
Baltimore,  Maryland 

On  December  31,  1974,  Westat  staff  visited  Mr.  Haber  to  dis^ 
cuss  the  possibility  of  obtaining  useful  statistical  data 
on  the  prevalence  of  visual  disorders  based  on  findings 
from  the  1974  Survey  of  Health  and  Work  Characteristics. 

The  survey  is  based  on  a  1972  sample  of  12,000  persons  who 
were  disabled  in  1970;  6,000  persons  not  disabled  in  1970; 
and  a  smaller  sample  disabled  in  1971  only.   Results  were 
weighted  for  greater  accuracy  in  making  national  estimates. 
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It  was  determined  that  visual  disabilities  were  coded  based  on 
survey  questions  related  to  a  functional  definition  of  eye 
disabilities,  e.g.,  "Do  you  have  trouble  seeing?",    "Is  this 
a  problem  even  wearing  glasses?".   However,  questions  related 
to  visual  impairments  were  extremely  limited,  and  no  data 
could  be  produced  by  diagnostic  category  of  disease ,  etiology 
of  the  disorder,  or  severity  of  affliction.   Therefore,  it 
was  decided  not  to  request  data  related  to  visual  disorders 
based  on  the  survey. 

Mr.  Haber  also  provided  us  with  reprints  of  articles  which 
he  authored  and  which  contain  limited  data  on  the  prevalence 
of  visual  impairment  as  a  major  disabling  condition  in  men, 
ages  18-64.   Titles  of  the  articles  are:   "Disabling  Effects 
of  Chronic  Disease  and  Impairment,"  from  the  Journal  of 
Chronic  Diseases,  Vol.  24:   469-487,  1971;  and  "Age  and 
Capacity  Devaluation,"  from  the  Journal  of  Health  and  Social 
Behavior,  Vol.  II,  No.  3:   167-182,  September  1970. 


U.S.  Department  of  Health, 

Education,  and  Welfare 
Social  Security  Administration 
Office  of  Research  and  Statistics 
Division  of  Health  Insurance 
Statistics  Systems  and  Procedures 
Mr.  Aaron  Krute ,  Deputy  Director 
Mr.  Gene  Stickler,  Chief 
Baltimore,  Maryland 

As  part  of  the  questionnaire  pretest,  Westat  staff  visited 
Mr.  Krute  and  Mr.  Steckler  on  December  31,  1974,  and  admin- 
istered Questionnaires  A  and  B. 

Questionnaire  A  was  used  to  collect  information  on  SSA  data 
for  all  enrollees  in  Part  B  of  Medicare  from  the  current 
Medicare  survey.   It  was  found  that  only  two  diagnostic 
categories  could  be  determined  from  data  collected  in  home 
interviews  (cataract  and  glaucoma) ,  etiology  data  were  not 
available,  and  the  coding  system  used  for  classification  by 
diagnosis  was  only  a  two  digit  code  adapted  from  the  ICDA. 
Since  data  were  limited  for  our  needs,  and  related  only  to 
the  population  over  65  years  of  age,  it  was  decided  at  this 
time  not  to  explore  any  additional  information  on  the  avail- 
able records. 
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Questionnaire  B  was  administered  to  survey  the  type  of  data 
collected  from  the-  Medicare  system.   This  was  based  on  claims 
for  reimbursement  of  health  care  provided  to  age  sixty-five 
and  over,  and  all  those  disabled  for  two  years.   The  study 
staff  was  most  interested  in  data  from  part  B  insurance  under 
Medicare  because  the  hospitalization  data  could  be  secured 
from  other  sources,  but  aside  from  the  current  Medicare 
survey,  mentioned  above,  it  appeared  that  no  data  relevant 
to  incidence  or  prevalence  could  be  secured  from  part  B 
statistics . 

Inquiry  was  made  by  Westat  staff  into  the  possibility  of 
obtaining  cost  data  on  services  for  the  visually  disabled 
from  the  Medicare  A  and  B  programs ,  and  we  were  referred  to 
the  Office  of  Research  and  Statistics,  Social  Security 
Administration.   Unfortunately,  according  to  a  spokesman 
from  that  office,  data  for  our  purposes  cannot  be  extracted 
from  the  records  on  hand.   In  particular,  it  was  supposed 
that  data  from  the  5-percent  Medicare,  part  B,  sample  could 
be  useful  in  determining  charges  for  ambulatory  care  services 
and  surgery  in  eye  care.   However,  it  was  learned  that  the 
many  difficulties  with  data  from  this  sample  had  led  to  its 
discontinuance . 


U.S.  Department  of  Health, 

Education,  and  Welfare 
Social  Security  Administration 
Office  of  Research  and  Statistics 
Mr.  W.  Michael  Mahoney 
Social  Science  Research  Analyst 
Washington,  D.C. 

In  order  to  secure  statistics  on  the  number  of  blind  people 
in  the  U.S.  who  receive  Supplemental  Security  Income  and  on 
the  dollar  costs  received  in  payments  to  the  visually  disabled, 
Westat  contacted  Mr.  Mahoney  on  May  7,  1975.   In  response  to 
our  request  for  information  on  the  above,  on  May  16,  Mr. 
Mahoney  provided  us  with  a  copy  of  a  report  containing  an 
advance  release  of  SSI  Program  Data  as  of  March,  1975.   In- 
cluded were  figures  on  numbers  of  blind  persons  in  the  U.S. 
receiving  federally  administered  payments  and  the  total  dol- 
lar amount  received.   Similar  SSI  data  by  state,  for  the 
year  1975,  was  also  provided.   Data  were  not  broken  down  by 
demographic  characteristics  of  the  population,  as  originally 
desired.   No  charge  was  made  for  the  data. 
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U.S.  Department  of  Labor 

Bureau  of  Labor  Statistics 

Occupational  Safety  and  Health  Administration 

Division  of  Periodic  Surveys 

Mr.  William  Mead,  Chief 

Washington,  D.C. 

On  January  14,  1974,  Westat  staff  visited  Mr.  Mead  and  his 
associate,  Mr.  John  Inzana,  to  administer  Questionnaire  B. 
Information  was  requested  for  the  data  collection  system  used 
under  the  Occupational  Safety  and  Health  Act  (OSHA) ,  which  is 
concerned  with  statistics  on  work-related  illness  or  injury 
of  U.S.  private  industrial  workers  (excluding  government 
workers  or  individuals  self-employed) . 

It  was  determined  from  the  questionnaire  response  that 
neither  useful  incidence  or  prevalence  data  on  visual  dis- 
orders could  be  made  available  through  the  present  system. 
At  considerable  expense,  a  sample  of  OSHA  basic  records 
could  be  analyzed,  but  through  the  Bureau  of  Labor  Statistics, 

data  were  not  available  on  population  denominators,  demoqraphic 
breakdowns  of  the  sample,  or  illness/injury  coded  by  a  stan- 
dardized method.   Consequently,  no  data  were  requested  from 
the  system. 

Nevertheless,  Mr.  Mead  provided  us  with  several  possible  data 
sources,  including  Dr.  Al  Pierce,  New  York  State  Department 
of  Labor,  which  were  pursued  by  Westat  staff. 


Utilization  Information  Service  Program 
Massachusetts  Hospital  Association 
Mrs.  Marjorie  Gurney ,  Manager 
Burlington,  Massachusetts 

Mrs.  Gurney  was  contacted  by  mail  on  April  14,  1975,  with  a 
request  to  complete  Questionnaire  D.   When  no  response  was 
received,  a  follow-up  letter  was  mailed  to  her  on  May  14,  1975 
We  received  no  response  to  our  second  request  for  data  and 
the  contact  was  not  pursued. 
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Vermont  Department  of  Social  Welfare 
Division  for  the  Blind  and 

Visually  Handicapped 
Mr.  Howard  E.  Walbridge,  Director 
Montpelier,  Vermont 

Mr.  Walbridge  responded  to  Questionnaire  C,  mailed  to  him 
on  April  14,  1975,  after  a  telephone  contact  by  Westat  staff 
on  May  16,  1975.   In  place  of  the  completed  questionnaire, 
Mr.  Walbridge  sent  a  record  of  enrollees  on  the  blindness 
register  from  1963-1973  by  age,  sex,  site,  and  type  of 
affection  and  disease  etiology.   The  two  latter  categories 
were  on  a  more  limited  basis  than  the  codes  used  by  NSPB. 
Since  this  was  the  most  recent  and  complete  statistical 
record  which  could  be  provided  by  the  register,  table 
shells  were  not  sent  to  Mr.  Walbridge  for  completion  and 
no  costs  were  incurred  for  the  data  received. 


Veterans  Administration 
Department  of  Budget 
Department  of  Medicine  and 

Surgery  Services 
J.  P.  Travers ,  Director 
Washington,  D.C. 


Dr.  Russell  Williams,  Director,  Blind  Rehabilitation,  Veterans 
Administration,  was  contacted  by  telephone  on  April  3,  1975, 
to  provide  information  on  the  dollar  amount  spent  in  19  7  4  for 
rehabilitation  aid  to  blind  veterans.   Dr.  Williams  supplied 
an  estimated  figure  which  included  operating  costs  of  three 
blind  rehabilitation  centers  and  five  psychiatric  blind 
clinics.   We  were  referred  to  Mr.  Travers  for  written  docu- 
mentation of  the  cost  figures  and  received  a  letter  supplying 
the  necessary  information  on  June  18,  19  75.   No  charge  was 
made  for  the  information,  which  was  a  total  cost  figure,  not 
broken  down  by  demographic  characteristics  of  the  blind 
veteran  population. 


00038c! 

H-41 


Veterans  Administration 
Department  of  Medicine  and  Surgery 
Dr.  Kenneth  Myers 
Director  of  Optometry 
Washington,  D.C. 

On  March  31,  1975,  a  written  request  was  made  for  data  on 
the  dollar  amount  spent  by  the  Veterans  Administration  in 
1974,  on  sensory  aids  to  the  blind  and  visually  handicapped, 
at  the  suggestion  of  Dr.  Russell  Williams,  Blind  Rehabilita- 
tion, Veterans  Administration.   The  letter  was  originally 
sent  to  the  Director  of  Prosthetic  and  Sensory  Aids,  Veterans 
Administration . 

Our  request  was  routed  to  Dr.  Myers  ,who  supplied  us  with  the 
requested  information  on  May  5,  19  75.   Included  in  the  total 
figure  for  the  FY  1974  dollar  amount  spent  on  sensory  aids 
was  a  breakdown  for  aids  to  the  blind  and  repairs,  eyeglasses 
and  repairs,  and  contact  lenses.   Additional  figures  on  the 
number  of  veterans  who  were  eligible  to  receive  the  sensory 
aids  were  provided  by  Dr.  Myers  after  a  request  for  such 
data  by  phone  on  May  6,  1975. 

Data  provided  were  said  to  be  limited  to  those  purchases  of 
sensory  aids  at  locations  specified  for  sales  to  veterans; 
therefore,  purchases  at  all  retail  stores,  even  those  made 
by  veterans,  were  not  necessarily  included  in  the  total  dol- 
lar figure.   No  demographic  breakdowns  could  be  provided  for 
the  veteran  population  eligible  for  sensory  aids.   There  was 
no  charge  for  the  data  provided. 


Veterans  Administration 
Mr.  Conrad  R.  Hoffman 
Controller 
Washington,  D.C. 


On  March  31,  1975,  Mr.  Hoffman  was  contacted  by  mail  with  a 
request  for  information  on  the  dollar  amount  of  compensation 
and  pension  payments  for  blind  and  other  visually  impaired 
veterans,  as  of  1974.   Mr.  Hoffman  responded  on  April  14, 
1975,  in  a  letter  stating  a  total  dollar  figure  paid  out 
during  1974  to  veterans  for  blindness  and  other  visual 
impairments.   A  portion  of  this  amount  was  specified  for  the 
legally  blind  only.   No  charge  was  made  for  these  data. 
Breakdowns  of  these  figures  by  demographic  categories  were 
not  available. 
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Virginia  Commission  for  the 

Visually  Handicapped 
Mr.  Edward  R.  Musser,  III 
Director  of  Research  and  Statistics 
Richmond,  Virginia 

As  part  of  the  questionnaire  pretest,  Mr.  Musser  was  visited 
by  Westat  staff  on  January  21,  1975,  and  completed  Question- 
naire C.   After  determining  that  useful  data  could  be  obtained, 
according  to  the  questionnaire,  Mr.  Musser  was  contacted  by 
mail  on  May  13,  1975,  with  a  request  for  statistical  informa- 
tion from  the  blindness  register.   Two  table  shells  were 
enclosed  for  completion. 

On  June  19,  1975,  Westat  received  one  of  the  completed  tables 
with  information  on  the  number  of  persons  on  the  register, 
as  of  June  1,  19  75,  by  age,  race,  and  sex  breakdowns.   No 
charge  was  made  for  the  data. 

Frequent  contact  by  telephone  was  made  with  Mr.  Musser  through- 
out the  months  of  July  and  August,  to  determine  whether  Table 
A,  requiring  data  on  the  number  of  people  on  the  register  by 
site  and  type  of  affection  and  etiology  of  severe  visual 
impairment,  could  be  completed  from  available  data  in  the 
register. 

Westat  staff  was  notified  on  August  12,  1975,  that  Table  A 
data  could  not  be  completed  due  to  insufficient  staffing  and 
programming  difficulties.   We  were  told  that  data  tapes  could 
be  made  available  to  Westat  for  a  charge  of  $100.00,  provid- 
ing Westat  could  program  and  tabulate  the  data.   Due  to  the 
additional  costs  required  in  such  an  effort,  and  the  conse- 
quent slippage  of  the  project's  time  schedule,  it  was  decided 
on  August  14,  1975,  that  the  request  for  Table  A  data  be 
cancelled. 


Wills  Eye  Hospital 
Thomas  D.  Duane ,  M.D.,  Ph.D. 
Ophthalmologist- in-Chief 
Philadelphia,  Pennsylvania 


Dr.  Dwayne  was  contacted  by  mail  on  March  6,  1975,  with  a 
request  for  current  statistical  data  in  the  area  of: 

1)   annual  number  of  inpatients  and  outpatients  treated, 
by  diagnostic  category  and  demographic  breakdown. 
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2)  annual  number  of  treatment  procedures  performed  (e.g. : 
number  and  type  of  surgical  operation) . 

3)  average  dollar  cost  of  these  procedures  and  average 
costs  of  patient  care  by  diagnostic  category. 

On  March  24,  Dr.  Dwayne  informed  us  that  data  were  being 
gathered  to  fill  our  request  as  completely  as  possible  and 
that  the  information  would  be  mailed  to  us  upon  completion 
No  further  contact  was  made  until  Westat  staff  telephoned 
Dr.  Dwayne  on  June  18,  1975,  to  inquire  about  the  delay  in 
receiving  the  data.  On  July  7 ,  1975,  limited  data  was  re- 
ceived at  no  charge,  including: 

1)  annual  numbers  of  inpatients  and  outpatients  served. 
This  data  was  provided  without  diagnostic  categories 
or  demographic  breakdowns; 

2)  1974  operating  room  statistics  by  number  and  type  of 
surgical  operation;  and 

3)  average  dollar  cost  and  length  of  hospital  stay  for 
only  three  of  the  surgical  procedures  listed. 


Wisconsin  Department  of  Industry, 

Labor,  and  Human  Relations 
Research  and  Statistics  Bureau 
Risk  Management  Section 
Mr.  Henry  Gmeinder 
Madison,  Wisconsin 

A  copy  of  Questionnaire  B,  with  a  request  for  its  completion 
and  a  brief  explanation  of  the  project,  was  mailed  to  Mr. 
Gmeinder  on  April  14,  1975,  and  returned  to  Westat  on 
April  23.   Information  was  provided  on  the  population  in 
Wisconsin  which  has  sustained  a  work  related  injury  or  ill- 
ness covered  under  Workmen's  Compensation. 

Due  to  limitation  in  the  sample  size  and  the  lack  of  useful 
information  which  could  be  extracted  from  the  available 
record,  it  was  decided  not  to  pursue  the  request  for 
statistical  data. 
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INDEX* 


*In  preparing  this  index  it  was  Westat's  and  NEI's 
goal  to  provide  a  means  of  ready  reference  for  the 
major  diagnostic  terms  and  key  concepts  in  this  report. 
A  complete  referencing  of  all  topics,  however,  was  not 
our  purpose. 

Entries  set  forth  in  the  index  parallel  the  text  of  the 
report.   The  firnt  number  of  each  entry  represents  the 
section  number,  and  all  other  numbers  refer  to  pages 
within  the  text.   Example:   3-1-5,  4-16  means  Section  3, 
pages  1  through  5;  Section  4,  page  16. 
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